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The Marmite Food Extract Co.Ltd., 35 Seething Lane, London, £.C.3 
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An ordinary mixed diet, even when food 
is plentiful, may not ensure an adequate 
vitamin intake. The optimum amount of 
vitamins necessary for good health is greater 
than the minimum required to prevent 
symptoms of gross deficiency. 

It is therefore important that every diet 
should be planned to provide a sufficient 
quantity of all the vitamins to guard against 
partial deficiency and to help everyone 
attain better health. 


Marmite is an important source of the 
vitamin B complex. 


MARMITE 


YEAST EXTRACT 


The need for a palatable non- 
constipating antacid medication for 
patients suffering from gastric symp- 
toms is one that the Medical 
Profession is being called upon to 
satisfy almost daily. 

*BiSoDoL’ caff ‘be relied upon to 
fill this need. It is a finely-divided 
powder composed of bismuth sub- 
nitrate, magnesium carbonate, 
sodium bicarbonate, papain, diastase 
and peppermint oil. 

Rapid and uniform in action, 
“BiSoDoL’ is particularly suitable 
for repeated administration. It is 
both palatable and readily tolerated 
by the gastric mucosa. 


SISOCOOKR 62 CHEMIES STAEET, LONDON. 
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ACRYLIC RESIN DENTURES 


— the need to replace rubber 


Nine years ago the introduction of “Kallodent’’ 
went a long way towards meeting the needs of 
the dental profession for a denture base material 
which was at once free from change of colour and 
dimension, light in weight and gave complete 
resistance to bacteria. Since then the number of 
dentists who are using “Kallodent’’ has grown 
steadily. “Kallodent’’ is established. 


In the past the price of “Kallodent’’ has been 
high, and consequently its use has been restricted 
to the few who could afford to pay for it. 


It is now felt that the extreme shortage of 
rubber, consequent upon 90% of the world’s 
natural production having fallen into Japanese 
hands, should not stop the community being still 
served with dentures at a price within the reach of 
all. I.C.I. (Plastics) Limited have therefore felt it 
their duty to make “‘Kallodent’’ available at prices 
comparable with those of vulcanite and thus within 
reach of all sections of the public. 


I.C.1. (PLASTICS) LTD 


(A subsidary company of Imperial Chemical Industries Limited) 
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THE RADICAL SURGERY OF CANCER OF THE LOWER END OF THE 
‘COMMON BILE DUCT AND ADJACENT PANCREAS* 


GORDON GORDON-TAYLOR, C.B., O.B.E., LL.D., F.R.C.S. 


Temporary Surgeon Rear-Admiral 


A recent Hunterian Lecture concerned itself, among other 
problems, with (a) the sphincter arrangements of the 
terminal portion of the bile duct, and (b) the radical 
surgery of cancer in that area. The name of Oddi is often 
associated with the sphincter mechanism in this region, 
but an Englishman, Francis Glisson, drew attention to the 
“ ostium with the annular fibres ~ nearly 250 years before 
the Italian. The description given by either observer was 
not an accurate one, and there certainly appears to be no 
valid reason to attach the name of the physiologist from 
Perugia permanently to this area. To Glisson at least 
is due the credit of first directing attention to the ostium, 
and the name of Glisson’s sphincter must at any rate appeal 
to the patriotic. 


Cancer of the caruncula major, the head of the pancreas or 
its duct, or the peripapillary portion of the duodenum is usually 
loosely designated “ampullary ~ carcinoma when surgery is 
undertaken. Although many cases in the literature purport to 
be examples of primary carcinoma of the “ampulla,” true 
ampullary cancer must be rare, since this anatomical abnor- 
mality is itself infrequent. However, Lieber, Stewart, and Lund 
(1939) describe an undoubted case: a patient died of obstructive 
jaundice due to a small polyp arising from the mucosa of a 
definite ampulla. The new growth infiltrated the surrounding 
pancreas and muscular wall of the duodenum, but did not 
implicate the surface epithelium of the intestinal mucous 
membrane or of the choledochus or pancreatic duct. The 
specimen was regarded by the Boston surgical authors as an 
undoubted example of primary cancer of the ampulla. 


Lieber, Stewart, and Lund (1939) in their industrious survey 
of cancer of this area were able to collect only three definite 
cases of primary carcinoma of the duodenal mucosa covering 
the caruncula major; the cases had previously been reported 
by Borelius, Le Noir and Courcoux, and by Countryman. 
They collected three cases of primary carcinoma of the terminal 
portion of Wirsung’s duct in the literature—those of Letulle 
and Verliac, of Carnot and Harvier, and of Hadfield. 


A very large number of cases of so-called “ ampullary ” cancer 
belong to an indeterminate group in which all the epithelial 
structures of the “ papilla” are involved. This early implica- 
tion of adjacent tissues depends more on the proximity of 
anatomical structures than upon any special malignancy of the 
tumour. Such tumours are rarely larger than a hazel-nut, and 
are said to be limited to the “ papilla” in 74%, of the patients. 


Surgical literature relating to cancer of this region always 
emphasizes the slow growth and low-grade malignancy of 
many of the tumours (Outerbridge, etc.). Even in cases in 
which clinical evidence exists that a carcinoma of the head 
of the pancreas implicating the bile duct has been present for 


* Part I of a Hunterian Lecture delivered at the Royal College of 
Surgeons of England, June 18, 1942. 


some time and attained considerable magnitude, mobility of 
the tumour may still be retained and surgical removal be 
practicable. In one case of my own, for which three palliative 
operations (!) of diverse nature had already been performed 
at another institution during the previous fifteen months and 
in which the diameter of the tumour was nearly 34 in., the 
affected portion of the head of the pancreas was found at 
necropsy still to retain mobility and showed no involvement 
of the portal vein or its parent tributaries, and there were no 
metastases. The hope had been entertained that despite the 
regrettable wastage of time a radical operation might yet prove 
possible, but the woman unfortunately succumbed from a mis- 
hap during a very minor preliminary operative procedure. 

More recently, J. C. Dick (1939) has stressed the low 
malignancy and the slight tendency to early dissemination ex- 
hibited by tumours of the lowermost end of the common bile 
duct; in 11 out of 13 cases at necropsy he found no extension 
of the tumour beyond the wall of the choledochus, and no 
secondary growths were demonstrable in glands or other organs. 
Microscopically, these tumours of the lowermost end of the 
common duct are adenocarcinomata, composed of irregular 
acini with large well-formed columnar cells; the cells stain 
darkly and have well-formed nuclei. There is little evidence 
of anaplasia, and very few mitotic figures are discernible. The 
tumour may be a small round, firm, whitish growth of the 
size of a cherry-stone; it may assume the form of multiple 
soft vegetations, varying in size from a pea to a hazel-nut. 
At other times the growth is a diffuse stenosing type, perhaps 
1 to 2 cm. long and extending into the head of the pancreas. 

Two illustrious American surgeons were the first to perform 
a resection of the “ampulla.” To Halsted (1899) belongs the 
credit of being the pioneer in 1898, although his patients lived 
for only nine months after operation; William Mayo (1909) 
performed the second successful removal of an ampullary 
cancer in 1900, his patient surviving two years. 

The end-results of even minor radical surgery for cancer 
of the caruncula major are naturally more hopeful than those 
of palliative measures. Of 7 patients submitted to transduodenai 
resection at the Mayo Clinic 5 recovered, and the average post- 
operative survival was nearly 26 months, whereas prospective 
survival after palliative measures amounted to only 14 months. 
The numbers of radical operations of varying degree for cancer 
of this region have slowly and steadily increased, so that 
Whipple, Parsons, and Mullins (1935) were able to report 80 
cases of resection, mostly of limited scope. 

Nevertheless, even after limited transduodenal removal some 
remarkably prolonged survivals have been reported: thus 
K6rte’s patient was alive and well 22 years after a transduodenal 
resection of an ampullary carcinoma; and Schloffer’s cases, 
reported by Clar of Prague, survived 15 years. Kelly’s patient 
was well 9 years after operation, and Cabot’s survived 8 years. 
Lewis had a case of 84 years’ survival, and Oehler had one of 
6 years’ good health ; Lauwers had two successful cases, one 
surviving 4 years. 
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Involvement of the surrounding pancreas and adjacent tissues 
demands an increased range of operation if extirpation is to 
be effective for the more extensive and infiltrative lesions. The 
value of the two-stage operation in cases of prolonged jaundice 
has now been learned, and the pre-operative measures directed 
towards the improvement of liver function and the control of 
haemorrhage have emboldened surgical effort ; experimental 
work has demonstrated that the external secretion of the 
pancreas is no longer to be reckoned as indispensable in the 
digestive economy. The pioneer work of Allen Whipple and 
his colleagues at the Presbyterian Hospital, New York, demon- 
strated incontrovertibly the possibility of a truly radical 
operation for cancer of the “ampullary”™ region, and the 
successful results of subsequent operations by these pioneers 
and by some few other surgeons on each side of the Atlantic 
have put the operation upon the surgical map. Although the 
first success to attend a “radical” removal of cancer of the 
pancreas occurred in 1935, Maingot (1941) states that up to 
December, 1941, there had been published only 15 radical 
two-stage resections, including the second part of the duodenum, 
a variable amount of the head of the pancreas, and even the 
neck of that organ. Five of these 15 patients died almost 
outright from the operation ; in another promising case (Illing- 
worth, 1939) death occurred from biliary peritonitis more than 
6 weeks after operation ; two patients died at later dates from 
the effects of contraction of the surgical stoma between the 
biliary tract and digestive tube, and three developed subsequent 
metastases. Thus of the 15 recorded cases collected by Maingot 
(1941) in only 4 instances were the patients alive at the time 
of publication of that author's paper. 

This Hunterian Lecture affords me the opportunity of adding 
some personal cases in which at least immediate success has 
attended limited transduodenal and transcholedochal removal 
and the more radical extirpation performed according to the 
Whipple technique ; some cases have enjoyed a more prolonged 
survival. I also include one or two published and some 
hitherto unpublished cases belonging to my surgical friends. 


Transduodenal Resection (2 Personal Cases) 

A few years ago, in a discussion at the Meeting of the 
Association of Surgeons of Great Britain and Ireland held in 
London, ! made mention of two successful cases, in which very 
early in my surgical career 1 performed transduodenal resection 
of a small malignant tumour of the caruncula major. In the 
course of operations upon two jaundiced patients the tumour 
felt through the duodenal wall was erroneously thought to be 
an irremovably impacted calculus, and the duodenal segment of 
the bile duct was therefore approached through the gut. In 
each case the tumour was only crudely removed by means 
of a curved pair of scissors, and the anterior wall of the 
duodenum sutured; each of the tumours was reported as a 
short columnar-celled carcinoma. 


In the first case of the two, the patient, a woman of about 
50, operated upon as far back as 1909, died of jaundice and 
palpable liver metastases two and a half years later, leaving no 
doubt as to the accuracy of the pathological report. 

The second patient, treated in a similar amateur fashion, 
operated upon in 1911, was alive at the beginning of the last 
war, in 1914, but she was then !ost sight of ; three years of 
freedom from recurrence had elapsed since her operation. 


Transcholedochal Removal of Tumours of Lower End of 
Common Bile Duct 


Case 3.—A lady aged 55 was operated upon for persisteni 
painless jaundice in 1925. Exploration of a greatly distended 
common duct revealed several small papillomatous outgrowths 
within the duct and a larger more sessile tumour obstructing 
the lumen of the canal almost at its lowermost end. This 
terminal portion of the duct was exposed and opened by 
a retroduodenal approach ; the tumours were removed locally. 
the patency of the ostium and permeability of the duct demon- 
Strated, and both openings in the choledochus closed. An 
anastomosis was effected between gail-bladder and stomach : 
a drain was left in Morison’s pouch. Despite a favourable 
histological report, signs of pyloric obstruction supervened some 
months later, necessitating a palliative gastro-jejunostomy. A 
mass was present in the head of the pancreas which left little 
doubt as to its nature. The patient died about a year afier the 
primary intervention with all the evidences of malignancy in 
the abdomen. 
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Case 4 (Fig. 1): Man aged 60; Painless Jaundice 5 Weeks ; 
Death.— 


Distended Gall-bladder; Ampullary Carcinoma ; 
Cholecysto-gastrostomy ; gastro-jejunostomy ; division of first 


part of duodenum; radical removal with reimplantation of 
ducts. Most unwisely this operation was performed in one 
stage ; oliguria and subsequently anuria developed, and death 
ensued in 5 days. The suture lines were in satisfactory 
condition. 

Case 5: Man aged 58; 9 Weeks’ Painless Jaundice ; Dis- 
tended Gall-bladder ; Operation June, 1939; Ampullary Carci- 
noma.—First operation : Small bowel divided and united En-Y. 
Anastomosis between distended gall-bladder and short limb of 
Y-shaped jejunal junction. Second operation: Six weeks later 
a posterior gastro-jejunostomy was performed, care being taken 
that the apposed jejunal coil was distal to that segment of bowel 
with which the gall-bladder was connected, lest an anastomotic 
ulcer should result. The duodenum was divided and the gastric 
end inverted; the commencement of the third portion was 
similarly treated, and the descending duodenum and adjacent 
pancreas were removed, the common bile duci and pancreatic 
duct being each ligated with silk. The extraperitoneal bare 
area was drained. The patient recovered, but died in 6 months 
from hepatic metastases. 

Case 6 (Fig. 2): Woman over 60: Painless Jaundice nearly 3 
Months; Modern Pre-operative Therapy: Operation, 1940; 
Two-stage Intervention: Ampuilary Carcinoma.—First opera- 
tion: Cholecysto-gastrostomy. Second operation: Six weeks 


Fic. 2 


later, posterior gastro-jejunostomy. Removal of descending 
ducdenum with adjacent head of pancreas. Common bile duct 
and pancreatic duct ligated with silk. Drainage of bare retro- 
peritoneal space. Pancreatic juice leaked in small quantities for 
several weeks ; ultimately ceased. Patient is well 1 year and 9 
months later. 

Case 7: I have previously recorded a successful excision of a 
carcinoma of the hody of the pancreas (Gordon-Taylor, 1934). 
At the operation, performed in July, 1927, a mass was removed 
one and a half times the size of the closed fist. The tumour 
was reported upon by Prof. S. Baker, now of Manchester 
University, as a columnar-celled carcinoma; enlarged 
lymphatic gland attached to the mass was not infected with 
growth. The splenic artery required wide excision since it was 
implicated in the tumour mass; in addition to the removal of 
a length of the upper circumference of the expanded splenic 
vein, the left half of the commencement of the portal vein also 
required’ ablation. The operation was laborious, and at its 
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termination only that part of the pancreas embraced by the 
concavity of the duodenum appeared to remain. No subse- 
quent sequela referable to the spleen made me regret the 
decision to conserve that organ, despite the surgical interference 
with both its arterial and its venous blood supply. The patient 
continued in excellent health until the autumn of 1938---that is, 
1! years—when the possibility of a recurrence suggested itself. 
Just over 13 vears after the removal of the tumour he died from 
undoubted abdominal malignancy—probably a late metastasis 
of the original tumour. 

Case 8 : A Calcified Mass embedded in the Pancreas and com- 
pressing the Common Bile Duct; Removal of Mass together 
with Portion of Head of Pancreas.—A stoker 49 years of age 
with jaundice of 4 months’ duration; rather poor physique. 
Two-stage operation after modern pre-operative measures. 
Cholecysto-vastrostomy ; at operation a firm mass was palpated 
in the head of the pancreas near the ampuila, and was regarded 
as confirmatory of the accuracy of the pre-operative diagnosis 
of ampullary cancer. Second operation, undertaken 6 weeks 
later: The second part of the duodenum was mobilized and the 
mass approached from behind. The tumour was found 
embedded in the substance of the head of the pancreas in 
intimate proximity to the retroduodenal and pancreatic portion 
of the common duct, and was removed from the pancreas with 
some of the gland tissue. On section the tumour was found 
to consist iargely of calcareous material, possibly a mass of 
agminated calcified tuberculous glands. There was perhaps 
some justification for the mistake in diagnosis, but at least the 
patient is to be congratulated on the pathological nature of the 
compressing mechanism, which before this experience 1 might 
have seriously doubted. 


Prof. C. F. W. Illingworth has had two admirable unpublished 
cases in which a successful radical two-stage operation for 
cancer of the pancreatic head was performed, and which I had 
the good fortune to see in Glasgow some months ago. My 
friend Victor Hurley of Melbourne told me that he had success- 
fully removed a malignant tumour from the head of the 
pancreas by a retroduodenal approach, without removing the 
duodenum or bile duct. Rodney Maingot’s (1941) excellent 
case is the first truly radical and successful case to be reported 
in Britain. 

Some new growths of the ampullary region are apparently 
radiosensitive. Upcott (1935) performed a local excision of 
an ampullary growth and introduced radium on a probe down 
the common duct ; the patient was well /5 years later. Sampson 
Handley (quoted by Upcott, 1935), employing 6 mg. of radium 
for 5 days, was able to report 3 cases free from recurrences for 
10 months, 2 years, and /4 years, respectively. Sir James Walton 
(1939a) reported two successful cases of resection of the 
common bile duct for cancer in his Bradshaw Lecture of 1939, 
but amid the wealth of surgical experience and skill contained 
in this address these two cases deserve special mention lest they 
escape notice. Mr. C. E. Kindersley of Bath had also a 
successful case of resection of the junction of the cystic and 
common bile duct ; this patient has survived several years. 

Of transduodenal resection of the duodenal end of the 
common bile duct, my friend Mr. David Ligat of Hastings, 
Operating at Middlesex Hospital in 1916 during the last war, 
had a successful case, the patient living nearly five years before 
ultimately dying of obvious malignant recurrence in the liver. 
This man had been jaundiced for 4 or 5 months, and the 
extrahepatic ducts were enormous. 

These cases have been reported in the hope that the younger 
generation of surgeons may be encouraged to attempt to cure 
and not merely to palliate. The natural history of ampullary 
and pancreatic tumours justifies more vigorous surgical effort, 
and the end-results of the cancer surgery of this region should 
compensate the operator for his enterprise. 


The concluding part of the Lecture will appear, with a list 
of references, in next weck’s issue. 


The plan for fusion recommended by the Council of the Incor- 
porated Association of Hospital Officers and of the Incorporated 
Association of Clerks and Stewards of Mental Hospitals has been 
adopted by extraordinary general meetings of both associations. 
Accordingly, from Oct. 1 next the two bodies will be amalgamated 
under the title of the Incorporated Association of Hospital Adminis- 
trators, and membership will be open to all duly qualified lay 
hospital administrators. 


DIPHTHERIA IMMUNIZATION OF 
- ADULTS 


BY 


H. MASON LEETE, M.D., D.P.H. 
Medical Superintendent, Hull City Hospital, Cottingham 


The admirable paper by Fulton et al. (1942) has, with 
convincing proof, laid down a highly efficient routine for 
the immunization of children with alum-precipitated toxoid 
(A.P.T.). The dosage of 0.2 c.cm. followed by a second 
dose of 0.5 c.cm. at an interval of not less than 4 weeks 
has received the approval of the Chief Medical Officer 
to the Ministry. of Health in his letter to all medical officers 
of health dated May 8, 1942. It is safe to assume that 
such a method will become routine and will at last lead 
to satisfactory immunization in this country. Provided 
we can rely on the antigen, the checking of which is 
the concern of the issuing and controlling laboratories, 
we now have an efficient and simplified diphtheria prophy- 
laxis. Schick-testing can be dispensed with and records 
can be reduced to the insertion of a batch number ana 
two dates upon a card. Whether this work be done in a 
consulting-room, a child welfare clinic, or a school will 
matter little. The aim now should be to get over 80% of 
children under 10 years of age treated in this manner. 


At the same time the Chief Medical Officer to the Ministry. 
in another letter, advised that nurses in general hospitals who 
are Schick-positive should be immunized with toxoid-antitoxin 
floccules (T.A.F.), 3 doses of 1 c.cm. being injected at intervals 
of 3 weeks. The reason given for this recommendation is that 
T.A.F. tends to give rise to less reaction than does A.P.T. 

Fulton et al. in their paper state that above the age of 18 
years the number of subjects tested (20) was too small to enable 
them to obtain a reliable figure for the Schick-conversion 
rate. This encourages me to add as a small contribution the 
figures I have collected during the past 9 years in the course 
of immunizing the staff at the Hull City Hospital. Though not 
large they have been carefully compiled, and all testing, 
readings, and injections have been done personally. All persons 
in the group are more than 16 years of age, and the great 
majority between 18 and 20. Most are nursing and domestic 
staff at the hospital, but occasional visitors, medical and other- 
wise, have been included. 

After various experiences with other antigens since 1922, 
including T.A.M. and F.T., I began to use T.A.F. in 1933, 
giving 3 injections at monthly intervals and Schick-retesting 
4 weeks after the last dose. The Schick-conversion rate was 
not good, and largely for this reason I turned to A.P.T. in 
March, 1935, giving 0.3 c.cm., followed after 4 weeks or a little 
longer by 0.3 c.cm., with a Schick-retest one month later. 
Originally I had intended to give 0.25 c.cm. and 0.25 c.cm., but 
there was always enough in a 0.5-c.cm. ampoule to give two doses 
of 0.3 c.cm. to two subjects, so it seemed a pity to waste antigen. 
The Schick-conversion rate rose to 100°. I get no severe 
reactions, and the method, except for an increase to 0.5 c.cm. 
for both doses in 1940, has been in use since. In 1936 I began 
to give a single dose of 0.3 c.cm. of A.P.T. to Schick-negative 
reactors if they did not have a pseudo-reaction, and have con- 
tinued that procedure, increasing the dose to 0.5 c.cm. in 1940. 
The results are summarized in Table I. The details given in 
this Table suggest that the T.A.F. used in 1933 was a weak 
antigen and that it was considerably improved in the following 
year. Despite this improvement, the T.A.F. results as a whole 
were poor (Schick-conversion rate 78%). The excellent results 
with A.P.T. were so soon apparent that there was no question 
of return to the older antigen. I would regard any such return 


as a regression. 
Reactions 
There were no severe reactions in any of the 388 adults 
immunized. I have notes of only 5 moderate local reactions 
—4 with A.P.T. and 1 with T.AF. One of the 4 A.P.T. 
reactors was a pseudo-negative who was given 0.1 c.cm. of 
A.P.T. as a detector dose. Some local reactions have doubtless 
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Panter 1.—Diphtheria Immunization of Adults at Hull City 
Hospital, Cottingham 
No. No. 
Schick Immun- es originally 
Year ized Antigen | Schick-neg. 
—— ———;_ and given 
Neg. Pos.  Retested Neg. | “Pos. dose A.P.T. 
“1933 | 44 | 32 )| lecmT.AF. | 19 | 13 | 
| 4 weeks | | 
1934| $9 27 tccm. TAF. | 26 1 | 
4 weeks | 
| ( 4 lem, T.A.F. | 4 0 
1935 | 32 | 29 | 
20 )| | 20 | 
1936) 25 20 | 17 || 17 | 0 | $@3c.cm.) 
1937 37 | 41 36 | 03 com. A.P.T.| 36 | o | 2 . 
4 weeks 
1938, 60 | 23 O3ccmAPT.| 18 | 0 | ,, 
1939 44 | 26 25 | 23} o|% 
is 1s o | 27 
1940) SI | 24 
0.Sc.cm. 5 0 | 18 ccm.) 
| 4w s 
1941 | 35 | 15 | } 0.5c.cm. A.P.T.| 11 | o | 2s 
TAF: 6 | 49 | 4 | — 
ond 2004) 147 | 'S | 


occurred and not been reported ; anything severe would have 
been. No time off duty has been lost owing to reaction and 
nothing has required treatment. 

In this connexion it might be as well to add that the skin 
was Cleansed with ether on a small swab, both injections were 
made into the triceps of the left arm, the syringes were all- 
glass 1 c.cm. dry (hot-air) sterilized, and the stainless-steel 
needles for injection were of the same small type as that used 
for the Schick test. The needles were also hot-air-sterilized. 
Each dose was given from a sealed glass ampoule opened at 
the time. The syringes are kept for the one purpose sterile 
in Petri dishes. All antigens employed were “* Wellcome ~ 
products as ordinarily issued. 

When persons are immunized with T.A.F. they are rendered 
serum-sensitive in consequence of the antitoxin fraction in the 
antigen. It is difficult to assess the degree of such sensitization, 
but I have noted in 2 cases that nurses who had received 
T.A.F. had greatly accentuated serum sickness, amounting almost 
to anaphylactic phenomena, when given therapeutic sera months 
after their immunization. Since the introduction of refined 
(protein-digest) therapeutic sera almost the only cases of serum 
sickness I see in hospital are in children who have been im- 
munized with T.A.F. Is not the presence of an antitoxin 
fraction in any material for active immunization an anomaly? 
With the remarkable results now obtained with A.P.T. surely 
we may say that the weaker antitoxin-containing antigens are 
becoming obsolete. 

Subjects who are most likely to have severe reactions are 
those who give pseudo-negative reactions to the Schick test. 
| have not as a rule given a “reinforcing” dose of A.P.T. 
to such subjects. These pseudo-negatives are, however, excellent 
material for testing reactions, and 6 of my nursing staff who 


Tarce Il.—Experimental Test of T.A.F. (Right Arm) and A.P.T. 
(Left Arm) on Sensitive \Schick-pseudo-negative) Subjects 


Tender- Red- Indura- 
Sub- oy Head- | Mal- T Pain ness ness tion 
24 —| 30! 25) +] + 
A 48 No No N | + /4++! + [+4] 50! 60] + |++ 
72 —|—|-— | — | fading 
24 + 20 + 
B 48 | Yes | Yes | 101° | + |++| + |++] 70 | 80] + |++ 
72 fading + 
24 + + |++] 10 , 10 + + 
c 48 N + | + 60 | 10 
72 —|—| + fading - 
D 48 No N s s | + |++/ 20 | 30} 
72 + fading +] + 
24 s -|- 
E 48 Yes N — + 50] 70) + [++ 
72 —|+]2+]| + | fading + 
24 -| - | 2 -|- 
F 48 N s —}|+]10' 60) — 
72 + j++ 
R=right arm. L=left arm. = very slight. =slight. ++ =moderate. 


S= stiffness rather than pain. The long diameter or redness is shown in mm, 
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fall into this group kindly offered themselves as experimental 
animals. They were injected in the left arm, using the usual 
technique, with 0.1 c.cm. of A.P.T., and in the right arm 
with 0.1 c.cm. of T.A.F. They were closely observed at 12, 
24, and 48 hours, and at 3 and 7 days. General and local 
reactions were most marked at between 36 and 48 hours ; the 
visible signs were most obvious at 48 hours, after which, 
except in 2 cases, they began to subside. The results are 
summarized in Table II. 

The 7-day readings were as follows: A, D, E—small painless 
nodules in left arm only ; B, F—induration and sterile abscess 
in left arm : C-——small painless nodule in left arm ; slight right 
axillary adenitis. 

It will be seen that in 5 out of the 6 cases there was more 
local reaction with A.P.T. than with T.A.F. In 4 subjects 
local signs were subsiding by the third day, except that the 
left arms had the small nodule of infiltration that is usual with 
this antigen. Three of the reactions could be classed as 
moderately severe. All were feeling well by the third day 
despite their local signs. No member was off duty ; in 2 subjects 
the headaches were severe enough to need acetyl-salicylic acid. 
Two volunteered the statement that their “ worst” arms were 
not so bad as when they had had anti-enteric vaccine, and the 
others when asked about this stated quite definitely that that 
was their experience also. It must be noted that the dose of 
A.P.T. was an effective immunizing one, while that of the 
T.A.F. was a tenth of the recommended dose. 

At 7 days 3 had nodules in the left arm without pain or 
tenderness, but 3 presented definite signs, of which more must 
be said. Subjects B and C were very sensitive. At 36 hours B 
had to keep her arms folded to minimize axillary pain, which 
was similar on both sides. At 48 hours the redness of the 
left arm showed double zoning with approximate diameters 
of 30 mm. for the inner zone and 80 mm. for the outer ; but 
she felt much better generally than 12 hours previously. She 
was able to use her arms quite comfortably at 3 days. At 
7 days the left arm still showed moderate induration and 
swelling. There was a superficial abscess from which 2 to 
3 c.cm. of pus was withdrawn by aspiration. Culture on blood- 
agar plate and into infusion broth gave no growth. 

Subject C was the only one who showed more reaction with 
T.A.F. than with A.P.T. She had general symptoms, headache, 
shivering, and a feeling of sickness at 48 hours, and did not 
eat her breakfast. At 48 hours both arms were equally tender, 
although there was much more swelling and redness on the 
right. At 7 days, on the right side there was slight axillary 
adenitis but no pain or tenderness at the injection site, on the 
left side a small nodule at the site without pain or tenderness. 
This nurse had reacted markedly to anti-enteric vaccines in 
March, 1941, was in bed and off duty for a day then, and 
volunteered the statement that her arm was much worse than 
either was now. She affords an excellent example of what 
I believe to be generally true, that it is the individual rather 
than the antigen or its dose that is the chief factor in these 
reaction phenomena. 

Subject F, though her symptoms were not so pronounced 
during the first 3 days, showed redness, tenderness, iiduration, 
and sterile abscess formation in the left arm at 7 days. Two 
or three c.cm. of pus was aspirated, and this gave no growth 
when inoculated into broth and on to a blood-agar plate. 
There was no pain, local or axillary, and no adenitis. On the 
eleventh day a small incision was made and about 20 c.cm. 


of pus evacuated. 
Discussion 


My impression in reviewing these experimental tests is that 
I have been right in not giving A.P.T. to pseudo-reactors. Until 
now I have never seen sterile abscess formation, though I was 
aware it had been reported. Such cases were probably similar 
to these—pseudo-reactors who had been given A.P.T.: the 
remedy is, not to use T.A.F., which will give a strong though 
in most cases a lesser reaction, but not to immunize pseudo- 
reactors at all. Here I must plead for a careful reading of 
the Schick tests: the arms must be seen at 24 hours and at 
7 days by one who has had some experience of reading the 
reaction ; otherwise pseudo-reacitors will be read as positive, 
and results obtained similar to those in this short experimental 
series, to the discredit of the antigen when it is the selection 
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of the individual that is at fault. I have notes on a subject 
who was repeatedly and painfully immunized with T.A.F. 
because of so-called positive reactions ; at last, failing to get 
a “ negative,” a blood antitoxin titration revealed the presence 
of between 5 and 10 units of antitoxin per c.cm.! It is an 
important though secondary function of the Schick test to 
detect these sensitive persons, and for this reason the test with 
control should not be omitted in the older groups. 

It is probable that all pseudo-reactors are Schick-negative. 
I have never seen, at any rate in an adult, an undoubted 
combined or pseudo-positive reaction. In a series of 51 pseudo- 
reactors 48 were definite pseudo-negatives, and in 3 I queried 
the possibility of the reading being a combined one. 


Conclusion 

As a result of this experience with A.P.T. covering several 
years, and on consideration of the experimental tests detailed, 
1 would suggest that nurses can be immunized with that antigen 
without undue risk of reaction. The one thing to guard against 
ss the unnecessary immunization of pseudo-reactors. I am 
inclined to think, in view of what Fulton et al. say, together 
with my own experience of 0.3-c.cm. doses, that an initial dose 
of 0.5 c.cm. is not necessary. Schick-positive adults will be 
efficiently immunized, where it is considered desirable to do so. 
by giving 0.2 c.cm. and 0.5 c.cm. of A.P.T. with a four-weeks 
interval. In other words, one method, the efficiency of which 
has been proved beyond doubt, should be used for both children 
and adults. 
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DIPHTHERIA IMMUNIZATION IN A 
METROPOLITAN BOROUGH 


BY 


V. FREEMAN, M.R.C.S., D.P.H. 
Medical Officer of Health, Islington 


Until very recently London as a whole held an unenviable 
record as compared with some provincial towns and cities 
in the matter of diphtheria immunization. Hence there 
are comparatively few figures available of reasonably large- 
scale analyses of the state of natural immunity as shown 
by the Schick test of the child population in the various 
parts of London—which might be expected to exhibit their 
own peculiarities—and of the various responses to different 
immunizing agents. It was therefore considered that some 
recent figures relating to a large and fairly representative 
London borough might be of special interest. 


In the early part of 1937 an immunization scheme was 
started, based on the following principles: (1) Immunization 
of children 7 years of age and under with alum-precipitated 
toxoid (A.P.T.) in 2 doses. (2) Immunization of children over 
this age (except in a few special cases) with toxoid-antitoxin 
floccules (T.A.F.) in 3 doses. (3) Primary Schick tests for 
children of 7 years and upwards. (4) Post-Schick tests for all 
immunized cases. These particular methods were adopted in 
the light of local faciors which made it especially desirable that 
the number of immunizing attendances should be reduced so 
far as was possible, but bearing in mind also that reactions fol- 
lowing injection should be at an absolute minimum and that 
the immunizing process should have a very high degree of 
effectiveness. 

The progress of diphtheria immunization was completely 
suspended for the early part of the war. Figures for the last 
complete pre-war year, 1938, and for the first full war year, 
1941. have been analysed, and their results are as follows. 


Primary Schick-test Rates 

Islington is a densely populated borough (acreage 3.092 ; 
Registrar-General’s estimated population, mid-1938—292,300), 
with the greatest density in the south and south-west. It was 
not practicable, for the purpose of this analysis, to separate 
children living in different parts of the borough. The figures 
given are for girls and boys, and do not include children with 
a previous history of diphtheria or of diphtheria immunization. 


It will be noted that the average Schick-positive rates for 
1938 and 1941 approximate each other very closely, and are 
considerably lower than those given by Wilson and others 
(Fulton et al., 1942) for Oxfordshire, etc. (77.9°., excluding 
children under 5 years), and Lewis (1941) for Croydon (76.4%). 
It will also be noted that although at 5 years the Schick-positive 
rate for 1941 does not differ greatly from Wilson’s (85.5°,), 
the decrease during school years as shown in Table I is very 
much more rapid, the rate standing at a little over 40% for 
Islington at 14 years, but still at the high figure of 70.4% for 
the counties. The rates in Table I, however, approximate 


TI 

| Children Tested in 1938 Children Tested in 1941 

A 
(Years’ | No. | No. » 4 No. No. %. 

| Tested | Positive | Positive Tested Positive | Positive 

5 & 6 1 6 54-5 283 | 250 88-3 
7 31 24 77-4 233 | 186 79:8 
8 80 59 738 217 170 78-4 
9 81 60 74-0 319 220 68-9 
10 87 53 60-9 306 187 61-1 
11 69 45 65-2 292 193 66:1 
12 32 14 43-75 313 155 49-5 
13 28 16 57-2 256 122 47-7 
14 18 8 44:5 206 | 85 41-7 
Totals. . | 437 | 285 65-2 2,425 1,568 64-7 


rathef more closely to those given by Lewis for schools of 
high diphtheria incidence, and in this connexion it may be 
stated that the diphtheria incidence in 1938 for this borough was 
about 7 per 1,000 school children and 8 per 1,000 children 
from 1 to 15 years of age. 

The anomalies in some of the age groups, particularly the 
5- and 6-year-olds in 1938, are obviously due to the small 
numbers in these groups. 

For purposes of comparison with other boroughs | have 


_included the figures for Kensington and for Heston and 


Isleworth (Table ID, for which figures I am indebted to 
Dr. Bousfield, and also to Dr. Anderson, medical officer of 
health, Heston and Isleworth, and to Dr. Fenton, medical 
officer of health. Kensington. Since the Kensington work and 
a good deal of the Heston and Isleworth work were both done 
by Dr. Bousfield, individual differences should not affect the 


figures. 
Tasie Il.—Primary Schick-test Rates (1941) 


| Kensington Heston and Isleworth 


A | — 

( | No. No. No. No. 

| Tested | Positive Positive Tested Positive Positive 

as. | 37 822 228 221 97-0 

ss | 65-4 167 154 92:3 

7 66 44 666 131 120 916 

8 70 40 $7-1 126 116 92-9 

9 74 43 58:1 101 85 84-2 

10 91 54 59-3 117 91 77:8 

il 70 35 50-0 99 79 79-8 

12 60 28 466 58 49 84:5 

13 62 25 40-3 55 43 | 782 
14&over| 11 5 45-4 29 19 655 

Totals.. | 604 347 | 57-45 | 1,111 977 87-9 


Results of Immunization by A.P.T. and T.A.F. 
Although A.P.T. for children under 7 years and T.A.F. for 
children over 7 years were the immunizing agents of choice, 
there were some slight differences in dosage for the years 1938 
and 1941, respectively. 


Taste Ill 
| A.P.T. Dosage T.A.F. Dosage 
} Ist | 2nd Interval| ist | 2nd 3rd Interval 
1938 .. 0-1 c.cm. c.cm. | 2 weeks 1e.cm. | Ic.cm. | 1-2c.cm.| 2 weeks 
1941 .. | 0-2 | 0-5 c.cm. | 2 1 c.cm. loom. , 


A.P.T. for 1938 and for 1941 were not obtained from the same 
sources. but T.A.F. was supplied by the same firm throughout. 

The great majority of the post-Schick tests were performed 
between the thirteenth and twentieth weeks after the final 
immunizing injection. All Schick tests are read on the seventh 


day. 
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TasLe IV.—Rates for 1938 


No | Primary | No. Positive| Schick- | Schick- 
Primary Schick- | after conversion | negative 
| Schick rositive | Immunizing Rate Rate 
immunized — | 27 10 | 36% | — 
with 
551 5 ~ 99-1% 
mmuniz 
with T.A.F. — 23 | 2 | 913% _ 


TasLe V.—Rates for 1941 


Immunized with 


Immunized with A.P.T. 


Age 
(Years) No Positive Primary Positive All Positive 
| Primary after | Schick- after | Primary after 
| Schick =Immunizing | positive Immunizing | Positive Immunizing 


184 
2 275 2 | 
3 208 
4 180 1 | 3 | 
5 143 1 | | 
6 | 70 132 | 
7 36 41 | 
8 is 88 41 
4 6 | | 24 135 | 
10 134 
132 | 2 
13 97 | 
14 43 | 
1,121 | 6 | 41 | 3 | 716 3 
| 


Schick-conversion rate 
| 99-67% 


| Schick-neg. rate Schick-conversion rate 
99-59, | 99-3% 
| 


The above results compare very well with the most favour- 
able ones obtained by other investigators, both for A.P.T. and 
for T.A.F. Published results for A.P.T. were recently sum- 
marized in tabular form (Fulton et al., 1942). 


Discussion 
I. Dosage Interval 

Although laboratory immunological considerations appear to 
favour a four-weekly or greater interval between doses, it is 
felt that in some districts mothers are more likely to bring 
their children for completion of immunization if the interval 
between doses is as shori as possible, and that fortnightly 
appointments are much more likely to be kept than monthly 
ones. This is particularly important with children up to 5 
who are not under school or nursery control or in residential 
institutions. Bousfie!d has stressed this point. If with suitable 
antigen Schick-negative or Schick-conversion rates of over 99% 
can be obtained, there would appear to be no valid objection in 
practice to a fortnightly interval between injections beyond the 
unconfirmed possibility of a higher relapse rate at a later stage. 
When results of this order are obtained with a short interval, 
the evidence that the same antigen when given at longer 
intervals in comparable cases will materially affect the respec- 
tive Schick-relapse rates must for the present be considered 
inconclusive. 

II. Primary Schick Test 

The age of 7 years was arbitrarily chosen some time ago, 
pending the collection of further data on the Schick state of 
the child population locally, as a period when the proportion 
of Schick-negatives might show signs of rising appreciably. The 
Schick tests performed so far indicate, as summarized in 
Table I, that the proportion of Schick-negatives rises to about 
one-third at over 9 years of age. 


Lewis states: “It has been calculated that when the probable 
number of Schick-negative reactions is 25%, ... then it will 
mean considerable extra time, much inconvenience, and the 
unnecessary use of prophylactic, if wholesale inoculation is 
carried out, irrespective of immunity state.” Lewis does not 
mention the basis of this calculation, but if we consider the 
problem only as it affects attendances, and assuming that two- 
dose A.P.T. is the immunizing agent and a post-Schick test 
is done in every case, then out of every 100 cases, if 33 are 
primary negative and the remainder positive, 67 will make 
5 attendances each—amounting to 335—and 33 will make 2 
attendances each—amounting to 66; giving a total of 401 
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attendances. If no primary Schick test is performed, then 100 
cases will make 4 attendances each—that is, 400 attendances. 
Accordingly, if the primary Schick-negative rate rises above 
33% there will be a saving on attendances, but not otherwise, 
on the above assumptions for immunizing procedure. 


From this point of view, therefore, primary Schick-testing 
may be dispensed with if the Schick-positives are likely to be 
more than two-thirds of the total group, or below the age 
of 9 years if the rates determined in Table I are applicable 
to other areas. If no primary tests are performed above this 
age there will be unnecessary attendances, and material used, 
in increasing proportions as the age groups rise. 


The above factors deal only with considerations of mass 
immunization. From the point of view of the individual parent 
or the child to be immunized, it might be preferable to be 
given a | in 4 or even | in 5 chance of not undergoing a 
complete immunizing course with a possible post-Schick later 
on. 


A further advantage of performing primary Schick tests for 
higher age groups is that arising from Wilson’s conclusion 
that Schick-negative children of any age, or Schick-positive 
children of 10 years of age or over, may respond to A.P.T. 
with severe reactions. This point must be given particular 
emphasis where there is a high proportion of Schick-negative 
reactors among the older age groups at school, such as is shown 
in Table I, and where such consequences, occurring in con- 
siderable numbers, would tend to discourage a mass-immuniza- 
tion campaign. A _ primary Schick test therefore has the 
additional advantage of selecting the most probable A.P.T. 
reactors. 

Ill. Post-Schick Tests 


It may appear unnecessary, once preliminary investigations 
have established satisfactory results, to continue post-Schick 
testing when the Schick-negative and conversion rates are in 
the region of 99%. Batches of antigens may differ considerably 
in their immunizing powers, however, and post-Schick sampling 
therefore seems necessary as a minimal precautionary measure. 
Further investigation appears desirable as to the optimum pro- 
portion which should be sampled, so that poor batches may 
be detected with reasonable certainty at an early stage. It 
would not be an easy matter at the present time in some parts 
of London to recall children in satisfactory numbers for further 
immunization three, four, or five months after their original 
immunization with a poor immunizing agent. Provided that 
time, staff, and material are available, and until antigen varia- 
bility per unit volume is eliminated, it would seem a safer 
procedure to post-Schick-test all those immunized. Otherwise 


_risks are run which must be recognized. 


IV. Immunization with T.A.F. 

Very satisfactory Schick-conversion rates have been effected 
with T.A.F. for older children. The administration of 1 c.cm., 
1 c.cm., and 1.5 c.cm. was made consequent upon observations 
by Bousfield, using a variation of the final dose. No single 
moderate or severe local or general reaction has been reported, 
and in only a very few instances was the medica: officer 
informed at the following clinic that after the previous atten- 
dance there had been a little local tenderness around the site of 
injection but with no subsequent physical signs. ‘ 


It cannot perhaps be said that the use of T.A.F. is absolutely 
necessary for older children, but it is a very satisfactory 
antigen to use. Wilson and his co-workers note that severe 
reactions with A.P.T. will be more frequently encountered in 
Schick-positive children of 10 years of age or over, and that 
42%, of Schick-positives showed some degree of local reaction 
to A.P.T. Lewis mentions that when the primary dose of 
A.P.T. causes a reaction it might be wiser to withhold the 
second injection of A.P.T. and substitute three T.A.F. injections 
of 1 c.cm. each. Such a procedure would appear likely to 
substitute four immunizing injections in a considerable number 
of older children in place of the two originally planned, and 
these children would also have experienced the discomfort of 
a reaction. 

If it is particularly desired to avoid reactions in older children 
it is suggested that T.A.F. as a routine immunizing agent might 
be restricted to children over 10 years of age. 
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A series of children in a London borough from 1 to 15 
years of age were immunized and in part primary Schick-tested. 
The results for two recent complete years, 1938 and 1941, have 
been given. 

Of 437 children of school age tested in 1938, 65.2% were 
primary Schick-positive. The corresponding numbers for 1941 
were 64.7% positive out of 2,425. Over four-fifths of the 
children were positive at school-entry age, but only a little over 
two-fifths were found positive at school-leaving age. 

A.P.T. given in doses of 0.1 c.cm. and 0.5 c.cm. with a fort- 
night’s interval produced a Schick-conversion rate of 95.6% 
and a Schick-negative rate of 99.1%. A.P.T. similarly ad- 
ministered in doses of 0.2 c.cm. and 0.5 c.cm. gave a Schick- 
conversion rate of 99.3% and a Schick-negative rate of 99.5%. 
T.A.F. given in three fortnightly doses of 1 c.cm., 1 c.cm., and 
1.2 c.cm. produced a Schick-conversion rate of 91.3% (23 cases 
only), and in fortnightly doses of 1 c.cm., 1 c.cm., 1.5 c.cm., a 
Schick-conversion rate of 99.6%. 

Provided a suitable antigen is given in appropriate doses, no 
practical immunological disadvantage is apparent if an interval 
of two weeks between doses is employed because it is 
administratively advantageous locally instead of four weeks. 

With A.P.T. in two doses as the antigen, clinic visits will be 
saved if primary Schick tests are performed in all cases when 
the expectation of natural immunes is more than one-third of 
the total for the age groups concerned. In a typical London 
borough this can be expected from the age of 9 years onwards. 
The selection of the primary Schick-negatives when they form a 
considerable proportion of all children also assists in eliminating 
or indicating (if it is desired to give a single safeguarding injec- 
tion) the most probable sufferers of local reactions to A.P.T. 

In view of the existing variability of the same types of 
antigens, post-Schick-testing or, as a minimum, post-Schick- 
sampling is necessary. 


Diphtheria immunization clinic work for 1938 was carried out by 
the author, and for parts of the year by Drs. D. S. Murray and 
K. M. Hirst. The bulk of the 1941 clinic work was done by Dr. 
H. W. Swann, to whom appreciation is due for his careful work 
and enthusiasm, and the remainder by Dr. Mary Adams. Thanks 
are also due to Mr. D. A. Owen, clerk in the Public Health Depart- 
ment, for his conscientious maintenance of records and clinic 
arrangements re: Thanks are also expressed to Drs. Bousfield, 
Anderson, and Fenton. 
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PROGNOSTIC VALUE OF THE BLOOD 
SEDIMENTATION RATE IN PULMONARY 
TUBERCULOSIS 


BY 


E. LEWIS-FANNING, Ph.D. 
Member of the Statistical Staff of the Medical Research Council 


AND 


MAURICE MYERS, M.R.C.S., L.R.C.P. 
Senior Assistant Medical Officer, Brompton Hospital 
Sanatorium, Frimley 

During the past twenty years the estimation of the 
sedimentation rate of the red blood corpuscles has gradu- 
ally become established as part of the routine examination 
of patients suffering from pulmonary tuberculosis. The 
test has been thoroughly investigated, and a vast amount 
of literature describing the results has been published. 
It is claimed that the test has a definite value as a guide 
to the reaction of the patient to his disease, and, in brief, 
it is thought that a rising B.S.R. denotes that the condi- 
tion of a patient suffering from pulmonary tuberculosis 
is deteriorating while a steadily falling or consistently 
normal result indicates that he is improving. 

The literature was studied by us with great interest, and 
for some time the test was performed regularly on all in-patients 


of this sanatorium, the results being considered in conjunction 
with serial x-ray films and the usual clinical observations and 
data. It may be stated at this point that it is our practice 
to radiograph our patients at monthly intervals, especially during 
the early months of their treatment. After prolonged investiga- 
tion we came to the conclusion that while the claims regarding 
the test were, broadly speaking, true, it was not of great value 
from the point of view of the hospital or sanatorium physician, 
whose patients were under close observation, as the test did 
not give any information which could not be obtained from 
the usual routine methods and serial x-ray films. Furthermore, 
the test would have to be performed at regular and frequent 
intervals on every patient, involving an amount of time and 
work not commensurate with the value of the information 
procured. It was also observed that the test was not 100% 
efficient and that in some cases the results could be misleading. 
It was possible to observe a patient with obviously progressive 
disease (as shown by serial x-ray examination) but whose B.S.R. 
remained unchanged and within normal limits. Conversely, 
patients with lesions known to have been static over long 
periods often produced a persistently abnormal B.S.R. 

Although these results suggested that the test was not of 
great value in assessing the progress of patients under institu- 
tional conditions, it was thought that it might be of more use 
when the patient was not in a hospital or sanatorium and in 
consequence not under such close observation and supervision 
by his physician. Accordingly the investigation was repeated 
on the patients attending our out-patient clinics; but again 
no evidence was obtained that the B.S.R. was superior to 
the usual examinations in indicating the progress of the disease 
or evidence of relapse. In addition one was apt to be misled 
by the alteration in the reading that followed any intercurrent 
infection which the patient had forgotten or had not thought 
worthy of mention. 

As a result of these investigations we considered that the B.S.R. 
was of only limited value as an index of progress in a case of 
pulmonary tuberculosis and could not supersede any of the usual 
methods of examination. But we had noted that the B.S.R. 
did alter with the different pathological phases of the disease, 
and therefore thought it might be worth while to examine 
the test from a different point of view—namely, from the 
more remote, as opposed to the immediate, prognosis. 


Observations Made 

For this purpose B.S.R. estimations were done on admission 
and on discharge on all patients coming into this sanatorium 
during a perjod of nearly 3 years (1936-9). These values were 
recorded on separate cards for each patient, together with 
the name, age, sex, date of admission and discharge, the 
Ministry of Health classification of the state of the disease, 
the extent of lung involved as disclosed by x-ray examination, 
and, from the follow-up department of the hospital, the con- 
dition of the patient at the latest known date, under the headings 
“ Alive and Working,” “ Alive,” or “ Dead.” 

It will be observed that the data are limited to patients 
who were discharged, and do not include those dying during 
their treatment in the sanatorium, for whom only the B.S.R. 
at entry would be known. But our concern, as stated above, 
is with the relationship—if any—between the B.S.R. and the 
state of health subsequent to discharge: the deaths in the 
sanatorium are for this purpose irrelevant. In all, 630 patients 
(292 males and 338 females) were discharged between Jan. |, 
1937, and June 30, 1939, their dates of admission lying between 
Jan. 1, 1936, and June 30, 1939, and their average stay in the 
sanatorium being 148 days for males and 141 days for females 
(round these averages there naturally was much variation). 
These numbers were clearly too small to allow the B.S.R. 
to be related to the subsequent history of patients of different 
ages as well as of each sex. Division by sex was clearly 
necessary, but age, as statistical analysis showed, was not an 
important factor. In the treatment of the material no differen- 
tiation by age has therefore been made. The percentage-age 
distribution of the patients was, in fact, as follows: 


0- 2— 40— 50+ 


The history of these patients between discharge and the end 
of April, 1940, was known for variable lengths of time, and 
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it has been analysed in terms of 6-monthly intervals—i.e., the 
mortality experience in the first 6 months after discharge, in 
the second 6 months, etc. 


Results 


An approximate picture of the relation between the B.S.R. 
at discharge and the subsequent history is given in Table I. 


Taste I 

Males Females 

B.S.R. at Discharge No. No. Dying No. No. Dying 
of after of after 

Patients Discharge Patients Discharge 

0-4 93 0 42 0 
$9 . 70 0 91 2 (2:2%) 
10-29 .. 85 9 (15-9% 151 $ (3-3%) 
27 7 (25-9%) 32 (15-7%) 
50 and over 17 9 (52-9%) 22 2 (1%) 


With males the figures show a clear association between the 
B.S.R. on leaving the sanatorium and subsequent ability to 
survive. With the B.S.R. under 10 no deaths at all had occurred 
in the 163 patients concerned ; at 10-29 approximately 1 in 9 
of the 85 patients had died ; while at 30 or over, 16 of the 44 
patients, or approximately 1 in 3, had died. The same trend 
is apparent with females, though the changes are of a slighter 
degree. Of the 133 with B.S.R. under 10, 2 (1.5%) had died ; 
at 10-29 the proportion rises to 3.395, and at 30 and over 
to 13% 


death rates are 0 at B.S.R. 0-4, 0 at B.S.R. 5-9, 3.6 at B.S.R. 
10-29, 7.5 at B.S.R. 30-49, and 18.8 at B.S.R. 50 and over. 
Similar changes are apparent up to 18 months after discharge, 
beyond which point the numbers at risk become too few to 
be of very much value. With the females there is clearly a 
suggestion of a similar trend, but the figures are not nearly 
so consistent. For instance, in the period 6-12 months after 
discharge the percentage mortality runs 0 at B.S.R. 0-4, 1.4 
at B.S.R. 5-9, 0.8 at B.S.R. 10-29, 4.3 at B.S.R. 30-49, and 
6.3 at B.S.R. 50 and over. At 12-18 months the corresponding 
figures are 0, 2.0, 2.2, 13.3, and 10.0. 

The total mortality subsequent to discharge was much less 
in the females than in the males—14 deaths of 338 women 
and 25 deaths of 292 males. Both sets when subdivided as 
in Table II lead to very small groups at risk, and the smaller 
number of deaths in the females is likely to give rise to more 
erratic results. Further data are required to show how closely 
the prognosis in females is related to B.S.R. at discharge, but 
it may at least be concluded from the present figures that it is 
distinctly associated in males and is associated to some extent 
in females. 

The B.S.R. was estimated, it will be recalled, at admission 
as well as at discharge. These figures enable the changes in 
B.S.R. during treatment to be related to history after leaving 
the sanatorium (noting again that deaths during treatment are 
not included). These changes are set out in broad groups in 
Table III, and it was found that all the 25 deaths of males 
occurred among the 116 patients with a B.S.R. of 10 or over 
on admission and still retaining that level on discharge ; there 


Taste Il.—Rates of Mortality for Each Sedimentation Group in Periods of Six Months from Discharge from Sanatorium 


(a) MALES 
Duration of B.S.R. 0-4 B.S.R. 5-9 B.S.R. 10-29 B.S.R. 30-49 B.S.R. 50 + 
Observations after \ — 
Discharge from No. Ex-| Death No. Ex-} Death No. Ex-| Death No. Ex-| Death No. Ex-| Death 
Sanatorium Deaths | posed Rate | Deaths | posed Rate | Deaths | posed Rate | Deaths | posed Rate | Deaths | posed Rate 
(months) to Risk + to Risk % to Risk » 4 to Risk % to Risk x 
Under 6 = 3 | 30 | 36 | 2 | 25 | 75 3 | 160 | 188 
700 | — 58-5 1 67-0 1-5 2 21-0 9-5 3 11-0 27-3 
12-18 s25 | — 41-5 2 44-0 45 2 12-5 16-0 3 60 | 500 
18-24 | 36-9 25-0 2 25-5 78 70 14:3 2-0 
24-30 14-0 11-9 1 13-5 7-4 30 1-0 
Total deaths . Nil | Ni 9 7 9 
Patients .. | 93 | 7 | 85 27 17 
Under 6 — | | — 1 | 1465 | 07 1 | 320 | 32 | — | as | — 
6-12 - 30) — 1 20 | 14 1 121-0 0-8 2 23-5 43 1 160 | 63 
12-18 — 27-0 a 490 , 20 2 89-5 2-2 2 15-0 13-3 1 10-0 10-0 
24-30 9-0 19-5 19-5 1-0 on on 20 
30-36 0-5 = 1-0 0-0 — 0-0 0-0 = 
36-42 oo | — | oo | — = 0-0 0-0 — 0-0 
Total deaths .. Nil 5 5 2 
Patients .. 42 151 32 22. 


This method of analysis is rough, since it presumes that 
the durations of observation for all patients subsequent to 
discharge do not differ materially between the B.S.R. groups. 
It seems unlikely that these durations would differ, and a more 
accurate analysis in which they are taken into account confirms 
the results of Table I. In this analysis (see Table II) calculation 
was made of the numbers exposed to risk of dying in each 
6-monthly period after discharge,* and, related to the ceaths 
occurring in each such period, it gives a death rate at each 
point of time for the varying B.S.R. groups. 

With the males, it will be seen, there is a consistent rise in 
mortality with increasing B.S.R. above 10 (i.e., at discharge) 
at each 6-monthly period after discharge. For instance, in 
the first 6 months after leaving the sanatorium the percentage 


were therefore no Cceaths among the 68 males who were ad- 
mitted with a B.S.R. of 10 or over which during treatment 
‘fell below that level, and none in the small group of 13 males 
whose admission rate was under 10 but at discharge had risen 
above 10. Of the 14 deaths of females, 12 occurred, similarly, 
among the 177 patients who had a B.S.R. of 10 or over at 
admission and showed no fall below 10 during treatment. The 
remaining 2 occurred in the 46 patients who had a B.S.R. 
of 10 or over at admission but had improved to 5—9 at discharge. 
There were no deaths, it may be noted, in the 28 females whose 
B.S.R. at entry was under 10 and at discharge had risen to 
over 10. 


* The numbers exposed to risk were obtained from the formula: 


(x)+t] 
Where t=number of 6-monthly periods after discharge (t,=0-—6 
months). 
F (x)+t=number exposed to risk of in 
wir)” +t=number of deaths in period t. 
e(X) tt =number lost sight of in period t. 
(x)+t=number (odo bas out of the experience at the end 
of April, 1 having survived for t complete periods. 


Taste III 
Males Females 
(a) Stationary B.S.R.: 
0-4 at admission and discharge ... es 35 15 
5-9 em 24 38 
10 or over 116 177 


(6) in BS-R.: 
5-9 at admission, 0-4 at discharge. . = 30 
10 or over 5-9 40 46 
(ce) Deterioration in B.S.R.: 


04 at admission, 5-9 at discharge .. 6 7 
0-4 10 or over 2 3 
5-9 11 25 
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The B.S.R. group of 10 and over covers a variation from 
10 to 100, and in Table IV a further subdivision is made of 
these values, taking 35 as an arbitrary dividing-line. The 
numbers at risk are so small that the trend of the death rates 
can be accepted as only suggestive ; but the indication they 
give is that later mortality is likely to be lower with B.S.R. 
remaining steady at 10-35 or improving during treatment to 
that level from over 35 than it will be with an unimproved 
level of 35 or over at admission and discharge or a rise from 
10-35 to over 35. 


TaBLE IV.—Percentage Mortality Rates after Discharge in 
Relation to High B.S.R. Figures 


MALES 
Blood Sedimentation Rate 
Duration of 
Observation 10-35 at 35 and Over | 35 and Over 10-35 on 
after Discharge Admission | at Admission | at Admission Admission 
(monthe) “and “and and 10-35on | 35 and 
Discharge Discharge Discharge Discharge 
Under6 .. 8-9 36 31:8 
— ne me 3- 22:2 17-4 50-0 
Total deaths .. 8 8 5 4 
» Patients .. 58 23 28 7 
FEMALES 
Under 6 09 —_ 46 — 
Total deaths .. 6 3 1 2 
+ Patients .. 12 25 22 18 


The conclusions from these statistics are therefore: (1) The 
higher the sedimentation rate on discharge from the sanatorium 
the more unfavourable has the average prognosis been. The 
association is clear with males, less clear but highly probable 
with females. (2) The bulk of the mortality experienced fell 
on the patients who were admitted with relatively high sedi- 
mentation rates and retained them at discharge. There is not 
sufficient material to determine whether the prognosis was better 
in those whose B.S.R. fell during sanatorium treatment than 
in those whose B.S.R. rose or failed to improve, but there 
is a suggestion that this is likely to be the case. 


We wish to express our thanks to Dr. A. Bradford-Hill and Dr. 
. Wingfield for their help and advice in the preparation of this 


NON-PENETRATING INJURIES OF THE 
ABDOMEN 


TH. SCHRIRE, M.A., M.B., F.R.C.S. 
Surgical Registrar, Groote Schuur Hospital, Capetown 


In these days of motor, industrial, and war accidents many 
of us frequently have to give an opinion on patients suffer- 
ing from non-penetrating injuries to the abdomen. These 
injuries, as often as not, are sustained under unknown con- 
ditions, and the patient's history is of necessity vague and 
unhelpful. It is therefore timely to consider and evaluate 
the points that should influence the surgeon in answering 
the question, “ Should this abdomen be opened or not? ” 


The answer to this question cannot be found in a single 
symptom or sign. It is a notoriously difficult problem, and 
Massie (1923) states: “ There is no escaping the conclusion 
that early diagnosis is almost impossible. The surgeon 
must be guided more by a general consideration of the 
clinical picture than by the presence or absence of any par- 
ticular sign.” While no clinical diagnosis is infallible, 
guided by the following points one has been able to give 
a definite and immediate answer in most of the doubtful 
cases presented by a succession of harassed house-surgeons. 


Diagnostic Points 

Shock.—lf seen soon after the accident the patient is in 
a state of typical and profound shock. Even apart from 
the fact that operation is out of the question in such a con- 
dition, the shocked patient is no fit subject for a thorough 
examination. The treatment of shock takes precedence 
over everything except external haemorrhage, and all agree 
that this latter should be temporarily controlled by the 
simplest means. If internal haemorrhage is of such magni- 
tude as to prevent the patient recovering from the primary 
shock without operation, it can be safely assumed that a 
desperate operation to control the bleeding will kill him 
even sooner. One must be prepared toface the fact 
that a patient who is so severely injured that he bleeds to 
‘death internally without recovering from his primary shock 
is not a subject for surgery at all. But in most cases there 
comes a time when, under adequate treatment, the primary 
shock passes off and internal haemorrhage ceases spon- 
taneously but temporarily. This time is usually about two 
hours after resuscitation measures have been started, and 
its recognition is the hall-mark of a good surgeon. To 
operate too soon will intensify the shock, and to operate 
too late will allow the blood pressure to recover and 
bleeding to restart ; later, secondary shock sets in. Blood 
transfusions will help to increase the margin of safety, but 
as a rule the optimum time is short, and its recognition is 
a matter of urgency. Experience alone will help here, and 
it is in these doubtful cases that the experienced surgeon 
will operate on a larger proportion of patients, and though 
his percentage of operative failures may be greater he will 
show a larger absolute number of successes. 

Pain.—This is always present, its severity being of very 
little importance. The pain is often localized to the part 
struck, and very often bruising and superficial abrasions 
will help to indicate the spot. While this is the site of 
maximum damage, it does not follow that a viscus has been 
injured: some of the most painful injuries are unaccom- 
panied by any visceral damage at all. Often the pain may 
be referred and may be due to broken ribs, with injury to 
the lower six intercostal nerves, or to intrathoracic visceral 
damage. Occasionally the pain is referred to the tip of the 
right or left shoulder. This does not necessarily mean that 
there is subdiaphragmatic irritation; it may be due. to 
trauma to the diaphragm itself or to supradiaphragmatic 
pathology. Still another pitfall is the presence of an unsus- 
pected lesion of the spinal cord. There may be the most 
excruciating abdominal pain from such a lesion, which is not 
necessarily thoracic. I have had the mortification of per- 
forming a negative laparotomy on a patient who recovered 
and was later shown to have a fracture of a cervical vertebra 
with no other neurological signs to help in the diagnosis. 

Tenderness.—All injuries of the abdomen will show 
some degree of tenderness. This tenderness may be acute, 
though the damage is superficial: an injured viscus usually 
shows local tenderness, but if this sign can be elicited at a 
neutral part of the abdomen it can be safely assumed that 
there has been some spilling of visceral contents. Because 
of this spill into the general peritoneal cavity remote 
tenderness can always be elicited, and is a valuable diag- 
nostic point. 

Rigidity—For the same reasons local rigidity may be 
ignored. Its presence within the first hour or so cannot be 
elicited with assurance. Later, local bruising of the belly 
wall will give a wrong impression of rigidity. Remote 
rigidity is of vital importance and is diagnostic of perfora- 
tion; it demands immediate laparotomy if the general 
condition of the patient will allow it. Its presence implies 
irritation of the parietal peritoneum, which can only be 
due to free blood or visceral contents in this cavity. 
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Pulse Rate——All cases suspected of internal injuries are 
put on to half-hourly pulse charts as a matter of routine. 
A rising pulse rate which cannot be accounted for by 
external haemorrhage or by intrathoracic injuries should 
call urgent attention to the abdomen. A rising pulse rate 
alone is not an indication for laparotomy but for a careful 
general examination. In injured children the pulse rate 
often rises to 130 or 140 for no demonstrable reason, and, 
though it requires considerable restraint to hold one’s hand, 
an hour or so may be safely spent in watchful anticipation. 
As characteristic of peritonitis this sign comes on late, and 
every effort should be made to diagnose without its aid. 


Liver Dullness.—Loss of liver dullness often implies that 
free gas has become interposed between the liver and the 
parietes. It also is a late sign and should not be awaited. 
If the abdomen is distended this sign is not significant, but 
in the absence of distension or when combined with other 
signs it becomes important. 


Leucocytosis.—The most bizarre counts may be found. 
Some cases with counts up to 30,000 white cells per c.mm. 
have shown no perforation and have cleared up on con- 
servative expectant treatment, while others with equally 
large counts have required suture of ruptured viscera. 
Similar experiences can be recalled in the presence of 
normal and low blood counts. This investigation is often 
not available, and is usually not helpful: 


Radiography.—When the primary shock has passed off 
it is the easiest thing to sit the patient up in bed and, after 
slipping a loaded casette behind his back, to take a radio- 
graph of the upper abdomen in the erect position. Pneumo- 
peritoneum as indicated by fluid levels under either or both 
domes of the diaphragm is pathognomonic of free gas in 
the abdomen and is a simp!e, safe, and positive indication 
for laparotomy. The finding is of great positive value, but 
if negative it does not rule out haemoperitoneum, a rup- 
tured bladder, or a small tear in the alimentary canal. 


And, finally, if there is still doubt after one examination, 
re-examination an hour later has been found to be of 
the greatest value. Progressive tenderness or progressive 
rigidity is especiaily looked for, and a reassessment of the 
whole condition can then be made without the loss of too 
much valuable time. A comparison with the earlier 
examination will usually lead to a certain diagnosis. 


Summary 
The classical signs of ruptured viscera are considered. 


The finding of tenderness and, more important, of rigidity at 
any part of the abdomen remote from the site of primary injugy 
is considered to be the surest indication for laparotomy. 

X-ray findings, if positive, can clinch the Ciagnosis. 

The value of re-examination one hour later in doubtful cases 
is stressed. 

REFERENCE 
Massie, G. (1923). Lancet, 2, 643. 


At the annual general meeting of the Society for Relief of Widows 
and Orphans of Medical Men, with Mr. V. Warren Low in the 
chair, the report and accounts for 1941 were presented and adopted. 
Sixty-three widows and two orphans received grants during the year, 
and £4,371 was distributed among them, each widow over 65 years of 
age receiving £75 and those under 65 £60, and each orphan received at 
the rate of £50 per annum. Relief is granted only to the widows or 
orphans of deceased members. Membership of the society is open to 
any medical man who at the time of his election is residing within 
a 20-mile radius of Charing Cross. Election is by ballot. The in- 
vested funds of the society amount to £139,009. Capital may never be 
sold and used as income. Full particulars may be obtained from the 
secretary, at the offices, 11, Chandos Street, Cavendish Square, W.1. 
Since the foundation of the society, in 1788, there have been six secre- 
taries only. The first held office for 27 years and the fifth for 37 
years; the sixth, Mr. Edward J. Blackett, has so far held office for 
37 years. 


Medical Memoranda 


| 


Chronic Headache caused by “ Silent’’ Sinusitis 


Usually we take very little notice of a headache. It may be 
due to a cold, influenza, or some other upset, and we know that 
when the cause disappears so will the headache. When no 
cause can be found, and yet the headache persists, constant or 
intermittent, severe or mild, month after month, year after year, 
then it becomes an unmitigated nuisance and a hindrance to 
life. Remedies and suggested causes fill the pages of our text- 
books, and advertisements of quack remedies abound—sure 
signs that none can be relied on. Two cases of this nature are 
reported to show how easily the actual cause of the headache 
may be missed and the patient thus condemned to long years of 
helpless misery. 


Case 1.—-A spinster aged 59 had suffered from constant severe 
headache for 7 years. At times she had taken as much as 
90 grains of aspirin ina day. Since there seemed to be no hope 
of relief her friends began to fear suicide. Sinusitis had been 
suspected, and she had been examined by three rhinologists, 
who were all agreed that there were no clinical signs. The first 
supported his opinion by radiographs ; the second, after washing 
out the nasal cavities and examining the secretion micro- 
scopically, was emphatic that there was no infection. Never- 
theless, the fact that the patient had post-nasal catarrh, together 
with marked contraction of her fields of vision, convinced me 
that there was sinusitis, and when at my request the third rhino- 
logist opened the left antrum the disease was seen. A week 
after the antrostomy there was a sudden profuse flow of blood 
and mucus from the left nostril, and the pain at the vertex 
ceased. A year later she wrote: “I have practically given up 
aspirin, my head is so much better.” 

Case 2.—An unmarried woman aged 39, first seen in 1930, 
had had severe headaches from childhood. They were often 
quite incapacitating. and latterly had occurred daily. In the 
hope of relief all her teeth had been removed, her tonsils 
enucleated, and her septum straightened. When these measures 
failed no further suggestion could be made by rhinologist, 
ophthalmologist, or neurologist, and the patient and her doctor 
were in despair. Clinical signs of sinusitis were entirely absent 
even during the septum operation, and the x-ray report was 
negative. There had never been any catarrh. Nevertheless, the 
extreme contraction of her fields of vision led me to diagnose 
sinusitis as a cause of her headaches. Conservative treatment 
by nasal medication resulted in considerable nasal discharge 
and prompt relief of the headache. A year later she had “ the 
best holiday of her life” and could “ eat anything and go any- 
where” without provoking the headache which formerly 
followed any indiscretion. In 1941, eleven years later, the 
patient reported again, well and happy, with only occasional 
moderate headache. (A fuller account of this case is given in 
Proc. roy. Soc. Med., 1931, 24, 891, in which the fields before 
and after nasal drainage are reproduced.) 


These two cases are merely outstanding examples of scores of 
others in which the existence of sinusitis has remained unsus- 
pected as the cause of headache for many years, sometimes for 
a lifetime. The hidden nature of the cause suggests an explana- 
tion for the frequency of cases of unrelieved headache and of 
“ migraine.” When it i§ realized that though there may be 
nothing to be seen in the nose or in radiographs of the sinuses 
we can detect the activities of the hidden oedema around the 
inflamed sinuses by the fields of vision, these sufferers. hope- 
lessly imprisoned by their own hidden sepsis, can be set free. 
Rosa Forp, M.B. 


Loncon, W. 


Sudden Death from Lipoid Pneumonia 


The following case seems worthy of record not only because it 
presents some unusual features in a comparatively rare con- 
dition but also because it points a mofal. 


Case HIsTORY 


A patient of mine, a gardener aged 70, died suddenly, and 
I was instructed by the coroner to make a post-mortem examina- 
tion. Twenty years previously the man had had a carcinoma 
of the left side of the tongue, removed by Mr. (now Rear- 
Admiral) G. Gordon-Taylor. After a preliminary gastrostomy 
an extensive operation was performed, which included removal 
of half the tongue, with part of the lower jaw, and a clearance 
of the lymphatic tissues in the left side of the neck. The gastro- 
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stomy was later closed, and he was able to carry on useful work 
as a gardener right up to the time of his death. On the morning 
of the day he died he went out to feed his fowls before breakfast, 
and as he did not return to his meal his wife sought him, and 
found him dead in the lavatory. 


At the necropsy I could discover no evidence of any recur- 
rence of the disease in his mouth or neck, and the old gastro- 
stomy was soundly healed. On opening the thorax I found the 
mediastinum displaced over to the right side. There were dense 
pleural adhesions on both sides of the chest, and the right lung 
was almost completely collapsed. In the lower lobe of the left 
lung, and firmly adherent to the diaphragm below, was a hard 
mass, roughly pyramidal in shape, and extending up towards the 
hilum. It measured approximately 2 in. in each dimension. 
To the naked eye it resembled a neoplasm, but as I had some 
doubt as to its nature I sent a portion to a pathologist for 
section. The mediastinal lymph nodes were hard and fibrous, 
and the only other pathological findings were a few plaques of 
atheroma in the aorta. 


Section of the tissue sent to the laboratory showed the case to 
be one of lipoid pneumonia, with very marked reticular fibrosis 
and numerous large vacuoles surrounded by giant cells. On 
further inquiry I found that the patient had indeed complained 
to his wife for some time of increasing dyspnoea on exertion, 
but had not consulted me about it, though I had been seeing 
him during the winter to issue certificates for milk and eggs. 
a had also been in the habit of taking liquid paraffin as a 
axative. 


COMMENTARY 


Lipoid pneumonia was first described by G. F. Laughlin in 
1925. Most of the early cases occurred in debilitated children 
whose powers of deglutition were impaired or whose cough 
reflex was ineffective. In later years a greater number of cases 
have been reported in adults, though they have been more often 
demonstrated at necropsy than diagnosed during life. A large 
proportion of these cases occurred in patients whose deglutition 
was affected either by carcinoma of the mouth or throat or by 
some nervous disease (Freiman et al., 1940). Brown and 
Biskind (1941) have stressed the occasional resemblance between 
lipoid pneumonia and carcinoma of the lung, as in this case, 
though other cases may resemble a low-grade pneumonia 
(Propert, 1940). Unusual features of the case were the pleural 
adhesions and the collapsed right lung. Pleurisy is said to be 
a very rare complication. 


The American Medical Association has already drawn atten- 
tion to the dangers of oily nasal sprays, and I now feel that a 
warning should be given against the indiscriminate use of 
paraffin as a laxative by patients with affections of the mouth 


and throat. 
Wivenhoe, Essex. Wacter Rapcwirre, M.B., B.Chir. 
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Meningococcal Septicaemia resembling Malaria 


Meningococcal septicaemia usually presents a fever remarkable 
in its irregularity, variability, and duration, and seldom exhibits 
the regular periodicity shown in the accompanying temperature 
chart. 


Case REPORT 


I saw the patient, a soldier aged 26 who had never served 
abroad, on Jan. 17, 1942. He had been quite well until Nov. 
2, 1941, when he suddenly became ill with pains in the legs, 
arms, and shoulders, with high fever. The fever continued for 
a week, and he was treated at his regimental medical post. 
Afterwards he went on leave, during which he had occasional 
attacks of fever. Some 6 weeks later, on Dec. 13, he was admit- 
ted to hospital, where he continued to have periodic attacks of 
fever, each of which lasted 12 to 24 hours. Simultaneously 
with the attacks he had headache, rigor, and sweating, and 
complained of some pain over the splenic region, but was quite 
well in between the attacks. On Dec. 27 and Jan. 6 some 
scattered erythematous spots were seen on the abdomen, and 
also some tender spots resembling erythema nodosum appeared 
on the legs. Two attempts to recover meningococci from the 
blood proved unsuccessful, and blood films were examined for 
malarial parasites with negative resuits. Blood counts showed 
a leucocytosis up to 22,000 per c.mm., with a polymorphonuclear 
increase during the attacks, but in the interval the leucocytes 


fell to 8,200 per c.mm. The blood sedimentation rate was 
48 mm.; urine and stools showed no abnormality; and the 
Kahn test was negative. The pulse rate rose during the attacks 
but never exceeded 104, and the respirations remained at about 
20 a minute throughout. 

On Jan. 1 a course of quinine bihydrochloride was started, 
but there was no effect on the recurrence or periodicity of the 
fever. On Jan. 16 tow y meee was given in doses of 2 g. 
four-hourly, and continued for one week in diminishing dosage, 
making a total of 22 g. The effect was dramatic, for the 
fever did not recur and the patient’s convalescence was rapid 
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and uninterrupted. No other cases of meningococcal infection 
were reported from this man’s unit. The resemblance of the 
fever to quartan malaria is close, for it started first as a con- 
tinuous form of fever and then settled down to a regular 
guartan periodicity (except for one period from Dec. 20 to 24), 
with rigor and sweats throughout. 

Meningococcal septicaemia is far from uncommon, being 
one of the causes of a prolonged irregular fever that is apt to 
be overlooked, and there is much truth in the saying, 
“ When you see erythema nodosum, think of meningococcal 
septicaemia.” 

This case shows that sulphapyridine is as specific for 
meningococcal septicaemia as quinine is for malaria or antimony 
for leishmaniasis. 


I should like to express my thanks to Major-Gen. G. A. Blake, 
D.D.M.S., Western Command, for permission to submit this note 
for publication, and to Lieut.-Col. J. C. Hunt, R.A.M.C., for his 
kindness in giving me the clinical notes. 


RosBerT Priest, C.B., M.D., F.R.C.P., 


Consulting Physician, Western Command. 


The following medical promotions in and appointments to the 
Order of the Hospital of St. John of Jerusalem were announced in 
the London Gazette of June 23. As Knights: Col. Sir Richard 
Needham, C.LE., D.S.O., M.D., F.R.C.S., Capt. R. J. Isaac, 
L.R.C.P.&S.Ed. As Commanders: Capt. H. F. Powell, M.B.E., 
M.D., Lieut.-General Alexander Hood, C.B., C.B.E., M.D., Lieut.- 
General W. H. Hamilton, C.B., C.1.E., C.B.E., D.S.O., F.R.C.S. As 
Officers: Dr. C. C. H. Binns, Lieut.-Col. C. H. James, C.LE., 
F.R.C.S., Dr. A. M. Barford, Major G. F. P. Gibbons, O.B.E., 
M.B., Mr. J. R. M. Whigham, M.C., F.R.C.S., Dr. W. P. Kennedy, 
Surg. Cmdr. J. A. Watson, L.M.S.S.A., Mr. H. R. Rishworth, O.B.E., 
F.R.C.S. As Serving Brothers: Dr. R. MacLeod, Capt. R. S. 
Harper, M.R.C.S., L.R.C.P., R.A.M.C., Dr. F. C. Mann, Dr. E. H. 
Shaw, Dr. W. F. Mason, Dr. M. W. Sellars, Capt. B. Singh, 1.M.S., 
Dr. W. Fraser, Dr. R. Dick, Dr. W. Bain, Dr. S. K. Poole, Dr. P. B. 
Wood, Dr. E. P. Coyne, Dr. T. B. Gilchrist, Dr. J. Kirkwood, 
Dr. F. S. Hone, Capt. G. B. Thomas, F.R.C.S., 1.M.S. As Associate 
Serving Brother: Said Abdul Rahim Dabbagh, M.D. Beirut. 
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Reviews 


THE MARCH OF MEDICINE 


The March of Medicine. New York Academy of Medicine Lectures to the 
Laity, 1941. (Pp. 184. $2.00 or 13s. 6d.) New York: Columbia University 
Press; London: Oxtord University Press. 1941. 


We are accustomed to look forward to the publication of the 
* Lectures to the Laity ” delivered at the New York Academy 
of Medicine, nor Coes the sixth volume of that series disappoint 
that anticipation. Dr. Alan Greg leads off with “ Humanism 
and Science,” in which he emphasizes the great importance of 
realizing that illness makes a severe attack on the patient's 
whole personality. Only imaginative experience, he declares, 
can appreciate the assault on the image that the individual has 
formed of himself" an arcanum, a secret inner chamber of his 
being, ineffably precious and delicate. . . . It is not his short- 
ness of breath, it is his tumble from omnipotence which in- 
furiates and exhausts * the domestic tyrant stricken with heart 
disease. “A miraculous moment comes when the doctor be- 
comes the treatment.” As humanism in the 15th century freed 
man from an extreme preoccupation with the exultations and 
threats of the theologians it may serve now to counterbalance 
those of the specialists in whatever department. 

Dr. Sigerist reviews the career of Paracelsus in the light of 
the four hundred years that have elapsed since his death. With 
great literary charm and persuasiveness he presents his sub- 
ject in a more favourable light than is usual. Doubtless 
Paracelsus threw aside the dead hand of Galen—so much to the 
xood. What is more doubtful is the value of the astrological 
system he put in its place. 

Dr. Healy discourses on psychiatry and the normal life, in 
which he reminds us that a normal man is simply a mental 
concept which is based on averages and is conditioned by the 
environments of time and place. His conclusion is that with 
our countless millions of unused brain cells we must have the 
potential ability to develop more of them for the good of 
human society. Indeed, if such potentialities are not realized 
he thinks our very survival is in doubt in the light of our 
increased powers of self-destruction. 

Dr. Edman intervenes as a layman in a lighter vein than is 
usual with professional philosophers. Heé finds that his awe 
of physicians is not reciprocated by them as awe of philosophy, 
but points out that what an intelligent physician gives his 
patient is what a philosopher tries to give his readers. The 
doctor tries to make his patient grow up, to make him see him- 
self and his situation without conflict or evasion. Maturity 
means facing the issues of existence without illusion, but this 
does not mean disillusion. Thus his lecture accords pleasantly 
with Dr. Alan Greg’s. 

Dr. Riddle takes an encouraging view of “ The Promise of 
Endocrinology.” It is interesting to see how the conception 
gains ground of an integration of that system under the leader- 
ship of the anterior pituitary, itself in turn largely controlled 
through the centres for emotional expression. He considers 
that in the future the hormones are more likely to be applied 
to control the emotions than the intellect, and regards the 
former as playing a larger part in personality than the latter. 
He lays down the principle that all men, except identical twins, 
are created genetically unequal. 

Dr. F. C. Wood winds up an interesting series by a plain 
statement of “ What we do know about Cancer,” in which he 
aims at depriving it of the terrors of the unknown, a very 
important task. He points to records collected by the American 
College of Surgeons of 35,000 patients who have lived for five 
years or more after operation for cancer, statistics which could 
not have been obtained twenty years ago. 


JUNG’S TEACHING 


The Psychology of C. G. Jung. An Introduction, with Ilustrations. By Dr. 
Jolan_ Jacobi. (Pp. 169. 12s.) London: Kegan Paul, Trench, Trubner 
and Co. 
Every philosophical psychologist seeks to enunciate a formula 
that will explain human behaviour. One of the most complete 
of these is associated with the work of C. G. Jung. Human 
behaviour being what it is—of infinite variety—the more com- 
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plete the formula the more complex does it become and the 
more difficult is the story it has to tell. There is consciousness 
and unconsciousness; but they are complementary and con- 
stantly interacting; so are the personal and the collective 
unconscious. Attitudes of extraversion and introversion are 
likewise complementary, and a man may therefore exhibit 
one in his life but the other in his work. The functions of 
thought and feeling, of intuition and sensation, are almost 
mutually exclusive, but each pair may interact with one 
dominant function and so increase complexity. 

All this works dynamically in constant interaction, preserv- 
ing a plastic balance between opposites ; but the energy can be 
displaced or transformed so that “ abnormal ” behaviour results. 
Jung does not in any way refer theoretical “structure and 
function” of the psyche to the structure and function of the 
body ; consequently in some ways his teaching is more a religion 
than a science, and is said to have a wider application than 
* medical healing.” In practice he works not only analytically 
but also synthetically, having regard to aims as well as to causes. 
The link between the conscious and the compensatory uncon- 
scious is the symbol, especially as met with in the dream and 
in fantasy. The aim of psychotherapy and analysis is to bring 
the unconscious material into consciousness so that the two 
may interact harmoniously. This harmonious interaction can 
never be absolute, only relative ; so “ cure” can never be com- 
plete, or, in other words, man can never be perfect and must 
always have some neurotic trend. 

One of the most important opposites is the image (“ anima” 
or “animus.” as the case may be) of the other sex in the 
unconscious. The first of these images is always the parent of 
the opposite sex, and the freeing of the child’s consciousness 
of the unharmonious intrusion of this image is one of the most 
important psychological processes in life. Behind this lies a 
more fundamental image, called by Jung the “ magna mater” 
materialism in the woman and spirituality in the man. When 
all these opposites are integrated, then the whole man, the 
true self, may emerge and the goal of the analysis and synthesis 
be reached. The symbol of this emergence appears in all sorts 
of cultures, especially oriental, and this fact seems to point to 
its universal validity. 

The story of Jung’s teaching is well told in this little book, 
but it is not easy reading, and it is doubtful whether those not 
already acquainted with his work will obtain a great deal of 
enlightenment from it. 


TREATMENT OF SYPHILIS 


The Modern Treatment of Syphilis. By Joseph Earle Moore, M.D., with the 
collaboration of Jarold E. Kemp, M.D., Harry Eagle, M.D., Paul Padget, 
M.D., and Mary Stewart Goodwin, M.D. Second edition. (Pp. 674; 
illustrated. 38s. 6d.) London: Baillitre, Tindall and Cox. 
Nearly nine years have elapsed since the first edition of this 
work appeared ; a second edition is therefore due, more parti- 
cularly since the incidence of syphilis not only has ceased to 
fall buc is definitely rising, in this country at any rate. No 
epoch-making discoveries have occurred in the interval, but 
our knowledge has advanced in many directions and improve- 
ment in serological technique has been noteworthy, out, alas! 
much more so in the United States of America than in Great 
Britain. 

The increased responsibility thrown on the four collaborators, 
Drs. Kemp, Eagle, Padget, and Goodwin, has added much to 
the authority of the book. Perhaps its most striking new 
feature is that dealing with mapharsen, a preparation which has 
found much favour in the U.S.A., but which so far has attained 
little popularity in this country. Dr. Moore is evidently much 
impressed with its efficacy, since he inclines to its use in pre- 
ference to neoarsphenamine in early syphilis. Whether time 
and experience will bear out his contention seems at least 
doubtful : in dealing with such a disease as syphilis the wise 
man prefers to wait many years before he commits himself to 
a eulogy of a new drug. On the other hand massive-dose 
arsenotherapy, which has been so much boomed by certain 
workers, is not recommended in the present state of our know- 
ledge. Much is made of the quantitative Wassermann test, but 
the critical serologist will inquire whether the progressive reduc- 
tion in the amount of human serum employed should not be 
taken into account ; presumably the seriai dilutions are made 
with physiological saline. The quantitative test is very valuable 
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in estimating progress in the so-called reagin-fast case, and it 
seems a pity that more use is not made of the sigma (Dreyer- 
Ward) reaction for this purpose. 

This excellent book is essentially one for the specialist. That 
the treatment of syphilis should occupy more than 600 pages 
indicates that the subject, late syphilis at any rate, is not one 
for the general practitioner or the inexperienced. 


HANDLING OF GAS CASUALTIES 


Gas Cleansing Stations. A Manual of Procedure during Gas Attack for 

Casualty Service Personnel, Members of the Home Guard, Industrial 

Undertakings, and the Public. By Leslie Stewart, Training Officer, First- 

aid Posts, City of Manchester. (Pp. 64. 2s. 2d. post free.) London: 

Jordan and Sons, Ltd. 

As explained in the introduction, the purpose’ of this handbook 
is to assist members of the casualty services to obtain an 
understanding of the treatment of gas-contaminated casualties. 
The subject is dealt with in 8 short chapters and an appendix, 
comprising in all 63 pages. The writing is simple and direct 
and the approach practical. The book should have a wide 
usefulness in the casualty services throughout the country. 
Official instructions on the subject of preparedness for gas 
attack have undergone many changes during the last 5 or 6 
years, the chief being that, whereas attention was first specially 
directed to measures against non-persistent gas, emphasis is 
to-day placed upon the dangers of blister gas. This excellent 
handbook deals with the latter problem. We have, fortunately. 
had no experience of gas attack and we hope that gas will 
not be used. Should it be used, mental preparedness on the 
part of all Civil Defence personnel will lessen the risks of 
panic and facilitate the treatment of casualties. 

For the purpose of instruction the author has postulated 
a simple situation in which blister-gas casualties require treat- 
ment. It would be wise when placing this book in the hands 
of volunteers to remind them that the first gas attack may be 
with non-persistent gas or with a mixture of non-persistent 
and blister gases. Very different practical problems will arise 
according to the type used. For example, a few drops of 
blister gas inside a gas mask will quickly make the wearer 
a severe casualty ; the air lock in its application to blister gas 
is for the purpose of affording protection against heavy 
concentrations of vapour given off from collections of dis- 
carded contaminated clothing. If and when the attack comes 
we shall learn much about our anti-gas organization, and shall 
improvise and improve and go on doing so until victory is won. 
In the meantime all those responsible for or preparing to assist 
in the treatment of casualties will find this careful and practical 
little book of great assistance. 


Notes on Books 


Unlike some authors, Mr. HAMILTON BaILey apparently reads 
the reviews of his books and profits by them. This is flattering 
to the reviewer and advantageous to a new edition. The 
inclusion of certain signs—e.g., Kocher’s test and Berry's sign 
—in the eighth edition of Demonstrations of Physical Signs in 
Clinical Surgery, the omission of which we mentioned in our 
notice of the last, is naturally an improvement, and we have 
little but praise for this excellent work. Prof. Wood Jones, 
referred to on p. 133, might be given a footnote as are other 
authors, and diffuse neurofibromatosis, p. 25, might be called. 
as is customary, after von Recklinghausen. Mr. Sampson 
Handley, p. 227. should be described as consulting surgeon to 
the Middlesex Hospital. The winged scapula (B, Fig. 437. 
p. 299) would be better shown if photographed from the other 
side, and “ulnar paradox” might be mentioned in connexion 
with lesions of the ulnar nerve. We were under the impression 
that circumflex, not axillary, p. 317, was the old terminology 
for this nerve. These, however, are minor features to criticize 
in an edition which is a great credit to both author and 
publisher. This is now a standard work which should be read 
and remembered by every medical student. It is published at 
Bristol by John Wright and Sons, price 25s. 


It is difficult to understand for whom the little book, Visual 
Outline of Psychiatry, is really intended. Admiration for Dr. 
LELAND HiInsie’s ingenuity in compressing so much into so 
little space must be expressed by anyone well acquainted with 
Freudian theory and practice. Even so the section on the 
organization of the mind is better than that on the psychiatric 
syndromes. and the substance of the book can only be of use 


in reminding and not in instructing the reader. For the student, 
however, at least in this country, the book is surely useless if 
not dangerous. It is inconceivable that he could pass an 
examination on purely Freudian teaching, and few examiners 
would be pleased if he were to dismiss all the work on convul- 
sive therapy in schizophrenia in one line while advocating deep 
analysis as a cure, for most consider that this has been singu- 
larly inefiective in the true psychosis. Nor would the student 
be popular if he were to trot out such expressions as “ altri- 
genderism,” “ heterogenitality,” or even “ schizoidism,” in every 
paragraph of his examination paper. The book is published 
in this country at 12s. 6d. by the Oxford University Press. 


Two members of the Department of Bacteriology of the 
University of Wisconsin Medical School, Paut F. CLark and 
ALice Scuiept CLARK, had the happy idea of compiling a 
calendar of biology and medicine, and the University of 
Wisconsin Press have published it at Madison under the title 
Memorable Days in Medicine ($2). The months of the year 
form the chapters of this pleasant bedside book; and each 
day has one or more entries for the birth or death of a man 
or woman, or the foundation of an institution, famous in the 
annals of our profession or of the biological sciences, or the 
launching of some enterprise. In a short foreword the authors 
disarm the critic of their fragmentary material: * We apologize 
tor omitting your favourites; we have omitted many of our 
own.” The print is good, there is a satisfactory index, and 
some portraits are reproduced, including an unfamiliar photo- 
graph of Charles Darwin without his beard and moustache. 
When the text is revised for a new edition a few minor slips 
should be corrected—-e.g., “ Sir” Stephen Paget, “ Sir” Richard 
Bright, and the misspelling of Sir Humphry Davy’s first name. 
We wish we could challenge the distressing statement that no 
obituary of Thomas Addison appeared in either the Lancet or 
the British Medical Journal. 


We have previously commended Approved Laboratory 
Technic, by J. A. KOLMER and F. BoeRNER, as a comprehensive 
bench book dealing with clinical pathology in all its aspects. 
The third edition has been embellished with an appendix 
describing fourteen new methods, including those for the 
estimation of prothrombin, vitamin C, and various sulphon- 
amide compounds, but the original text, which is the work of 
twenty-eight authors, is little changed. The chapter on agglu- 
tination tests, one of several the authorship of which is 
undisclosed, needs revision, and we would again suggest that 
the long lists of bacteria liable to be found in various types 
of material are misleading rather than helpful: no fewer than 
twenty-one, including B. subtilis, “ B. Zur-Nedden,” and “ B. 
anthracsis,” are said to occur in the eye. The greater part of 
the book is a prolific source of useful technical information. 
and the illustrations are excellent. It is published at 42s. by 
D. Appleton-Century Company. 


Preparations and Appliances 


NEEDLE FOR REPAIRING FEMORAL HERNIA 
Mr. JoHN W. StretTTON, F.R.C.S.. Kidderminster, writes: 


The accompanying sketch, reproduced half-size, shows a 
needle made to my order by Messrs. Allen and Hanburys. It 
is the latest pattern of a needle I have been using for years. 
It is designed to pass sutures through the ligament of Astley 
Cooper when repairing a femoral hernia. 


The needle is threaded (it will take No. 2 silk): its point is 
first passed, not through, but beyond this ligament, and then 
passed through the ligament from the far side. Now the needle 
point is advanced towards the surface, and then retarded slightly 
to prevent the silk lying too tightly against the needle. Non- 
toothed dissecting forceps bring the suture to the surface. The 
bent handle gives a clearer view. 

1 am indebted to the makers for their help. 


Treatment of Scabies.—Burroughs Wellcome & Co., 12, Red Lion 
Square, W.C.1, advise us that dimethylthianthrene (mesulphen 
B.PC.), referred to in the Journal (July 4, p. 3), has been issued 
commercially by them since October, 1940, under the brand name 
“ sudermo.” Supplies, though limited, are still available. 
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THE EVILS OF LONG WORKING HOURS 


Now that the war will soon be entering on its fourth year, 
with no prospect of an early termination, it is more than 
ever important that we should pay careful attention to the 
question of the hours of labour of our industrial workers. 
If the hours are such as to induce ill-health, it is obvious 
that the longer they are continued the more they are likely 
to do permanent harm to the health of the nation. The 
evils of excessive hours have been pointed out over and 
over again by almost everyone who has taken the trouble 
to investigate the subject. The Select Committee on 
National Expenditure, in their seventeenth report, said that 
“they regret to report that the lessons which the last war 
should have taught seem largely to have been ignored,” 
while the Chief Inspector of Factories, in his last annual 
report, was similarly of the opinion that “some valuable 
lessons of the last war had been widely forgotten or were 
not yet sufficiently appreciated,” and he added, “I have 
particularly in mind the lessons that excessive hours mean 
less production.” A return from 5,493 factories showed 
that in nearly half of them the women were working 
between 57 and 60 hours a week, and the disadvantage of 
long hours was well illustrated by the experience of a 
deputy chief inspector of factories, who found that at a 
factory which had been working 54 hours it was impossible 
to maintain production until in every third week the hours 
were reduced to 48. 

The Government, so far from doing anything to check 
excessive hours, seems inclined to extend them, at least in 
respect of those members of our industrial population who 
are least able to bear them. The Minister of Labour is 
taking measures to standardize a 52-hour working week 
in industry and 46 hours for clerical workers, and these 
hours are to apply to everyone, including juveniles aged 
14 and upwards. The hours are not to be imposed by 
Order, but by a direction to the man-power boards, and 
there can be little doubt that they will frequently be taken 
advantage of. It will be remembered that under the 
Factories Act, 1937, juveniles of 14 and 15 are allowed 
to work only 44 hours a week without any allowance for 
overtime, so they are now to be permitted an extra 8 hours 
a week. This may not, at first sight, appear very excessive 
in wartime, but in fact it means that, instead of the usual 
8-hour day, the juveniles have to work for 94 hours, except 
on Saturdays. When the juveniles reach the age of 16 they 
are permitted, under the Factories Act, to work for 48 
hours plus 6 hours a week of overtime—i.e., for 54 hours 
a week in all (for a limited period)—and when they are 18 
the women are allowed to work for 54 hours with less 
limitation, while the men are not restricted at all. In the 
recent Parliamentary debate on factory welfare (July 22) 
Mr. Bevin said that they had had to do things about hours 
of labour which had been extremely distasteful, but that 
he was considering tightening up at an early date. During 
the course of the debate one member adduced instances 
where women were in factories for 12-hour periods. 
Another member gave details of young people under 17 
working over 60 hours a week, while a third member stated 
that the war effort was definitely being hindgred by the 
long hours now required from the workers. 

Long hours of work almost inevitably put a greater strain 
on the women than on the men, not only because of their 
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poorer physique and stamina, but because of the time they 
have to devote to housework and to shopping. The 
shopping is much more of a trial than in peacetime for 
several reasons. For instance, in an industrial centre such 
as Birmingham a number of the shops close at five o'clock, 
which makes it impossible for the women employed on a 
normal working day to do any shopping. In a London 
area it appeared that one-third of the women shopped 
on Friday nights and two-thirds on Saturday afternoons, 
and they usually had to queue. As they could not get 
to the shops in the mornings they found it practically 
impossible to get cooked meats or any of the non-rationed 
foods. An additional strain, which is much greater in war- 
time than in peacetime, is brought about by transport 
difficulties. Many of the workers spend well over an hour 
each morning and evening in getting to and fro between 
home and factory, and this adds considerably to their 
fatigue. 

Evidence showing that war workers are suffering from 
over-fatigue comes from many sources. In the Times 
Educational Supplement (June 27, 1942) there is an article 
on “ Youth in Industry” and a report from the Lincoln 
Youth Committee, which relates more especially to the 
16-17 age group. The maximum hours of work allowed 
in wartime, says Lincoln, “seem beyond the physical 
capacity of juveniles. Many of the boys admitted a 
permanent feeling of fatigue,” while a Yorkshire borough 
finds that many boys seem to be “ mentally and physically 
exhausted.” Stirlingshire refers to young people as 
* physically and mentally overwrought,” while Birmingham 
reports on the strain of long hours of work and compulsory 
fire-watching. Again, when the Ministry of Health esti- 
mates were debated in Parliament a month ago, a number 
of members voiced the serious effects of long hours of 
work on young people, and Mr. Kenneth Lindsay reminded 
the House that it is nobody's business to look after the 
health of the young people between 14 and 18. Statistical 
evidence relating to the effects of wartime conditions on 
the health of the nation has been recently adduced in this 
Journal, and some of it is very disquieting. Dr. Percy 
Stocks,’ when comparing the tuberculosis mortality in 
1939-41 with that observed in 1937-9, showed that there 
was an excess of 11% in young women aged 15 to 19, 
and of 21% in those aged 20 to 24. The corresponding 
figures for the death rates in 1914-16 were 22 and 14% 
respectively, or nearly the same, on an average. In the 
latter half of the war, however, the tuberculosis rate rose 
very rapidly, till in 1918 it was 50% higher in the two age 
groups mentioned than in 1911-14. By 1920 the rate had 
fallen back almost to normal, and there can be no doubt 
that the wartime rise was due to excessive hours ef work, 
coupled with overcrowding and malnutrition. It was 
especially marked in the large industrial towns, and the 
same condition appears to be holding during the present 
war. Drs. Laidlaw and Macfarlane’ investigated 1,600 
cases of pulmonary tuberculosis notified in Glasgow in 
1941, and at the same time they inquired into the occupa- 
tion and hours of work of the sufferers. They found that, 
as compared with 1938-9, women between the ages of 15 
and 24 showed an increase of 33%, while their deaths 
showed an increase of 34%. The authors laid special stress 
on the effects of long working hours, for they found that 
members of the commercial and professional classes, who 
were for the most part working 48 hours or less a week. 
showed but little increase in tuberculosis as contrasted 
with the overworked industrial classes. Nearly a third of 
all the industrial women worked over 56 hours a week, 
and a few of them 65 hours or more. 


1 British Medical Journal, June 27, 1942, p. 789. 
2 Ibid., July 18, 1942, p. 63. 
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It may be maintained that even if long hours of work 
do induce ill-health in some degree, the need for achieving 
a maximum war production renders such hours unavoid- 
able. The fallacy of this argument has been pointed out 
over and over again. Hours of work which are so long as 
to induce a state of chronic fatigue and ill-health, so far 
from increasing production, cause an actual deterioration. 
It is certainly the duty of all to work their hardest, and 
most people are capable of putting in rather more hours of 
work than they do in peacetime, but the margin is not 
great, and probably in most young persons of 14 to 17 it 
is non-existent. That is to say, the 44-hour week which 
juveniles of 14 and 15 are allowed under the Factories 
Act represents their optimum hours, while the 48-hour 
week, coupled with 6 hours a week of overtime, is in 
excess of the capabilities of young women of 16 and 17 
if it is continued uninterruptedly for more than a very few 
months at a time. Young men, owing to their stronger 
physique, can easily cope with these hours, and it is remark- 
able how little adult men are affected by the very long 
hours often imposed on them. This does not prove that 
such hours are the best for maximum production. The 
men get into the habit of working at a slower rate, so it 
follows that they are paid higher wages for an output 
which they would achieve equally well if their hours were 
kept at a more reasonable level, such as 60 a week. 


ANTIHORMONES 


Animals which have had repeated injections of extracts of 
endocrine gland from a different species become refractory 
to the physiological action of these extracts. Collip and 
Anderson’ were the first to demonstrate that this refractory 
state depends on the presence in the serum of the treated 
animals of a substance capable of neutralizing the specific 
action of the extract. They called the neutralizing sub- 
stance an “antihormone.” Since the experiments of Collip 
and Anderson, in which relatively crude thyrotropic frac- 
tions of the pituitary gland were used, “ antihormones ” to 
almost every fraction of the pituitary have been demon- 
strated. In spite of the tremendous amount of work which 
has been done in this field there is still no conclusive 
evidence as to the nature of the antihormones. Collip 
believed them to be antagonistic hormones, while the 
majority of other observers think they are true antibodies. 

An antibody is usually defined as a substance which is 
produced in the animal body as the result of a stimulus 
given by an antigen administered parenterally, and which 
will react in some demonstrable way with the antigen which 
has stimulated its formation. Many attempts have there- 
fore been made to show precipitation or complement fixa- 
tion between hormone extracts and the antihormones they 
have evoked. Unfortunately many of the preparations 
used in these experiments have been relatively crude 
extracts of the pituitary or other endocrine glands. Such 
crude extracts contain, besides the hormone, a variety of 
antigens—for instance, serum proteins—which are character- 
istic for the species rather than the hormone. It is there- 
fore not surprising that in the majority of cases the serum 
from any animal immunized against such an extract reacts 
as well in the test-tube with the serum proteins as with 
the hormone extract used in its preparation. When the 
most highly purified extracts so far available have been 
used for immunization, precipitating or complement-fixing 
antibodies have been formed in much smaller amounts or 
not at all. Even these small amounts of precipitin can, 
in most cases, be shown to be directed against species- 
specific antigens rather than the hormone itself. It has, 


1 Lancet, 1934, 1, 76 ; J. Amer. med. Ass., 1935, 104, 965, 


furthermore, repeatedly been shown that the amount of 

precipitin present in the serum of an animal immunized 

against a hormone extract need bear no relation to the 
power of that serum to inhibit the physiological action of 
the hormone. This negative evidence cannot, however, be 
regarded as proof that antihormones are not antibodies. 
It may be that the hormone acts as a simple haptene 

capable of combining with its antibody but incapable of 
forming a precipitate, or the hormone may, as Zondek and 

Sulman’ suggest, combine with its antibody in a manner 
not yet familiar to immunologists. If the hormone is a 

haptene it may exist in the animal body in combination with 

a carrier antigen which may be a normal constituent of 
other ‘issues or the blood of the same animal species. An 

antiserum to such a compound would then react not only 

with the hormone extract used for its preparation but alse 
with any tissue extract containing the carrier only. Such 
an explanation is suggested by the recent work of Singer, 
in which it was shown that antigonadotropin could be 
absorbed from a serum by an extract of kidney prepared 
in the same manner as that used in the preparation of the 
immunizing gonadotropic extract. Singer's conclusions are 
unfortunately based on experiments with small groups 
of animals and require confirmation. That a naturally 

occurring hormone (thyroxine) can behave as a haptene in* 
artificially conjugated antigens has been strikingly demon- 
strated by Clutton, Harington, and Yuill.. The antibody 
evoked by such an artificial antigen has been found, 

moreover, to be capable of inhibiting the physiological 

action of injected thyroxine in test animals. 

Studies on the physical and chemical properties and site 
of formation of antihormones have brought forward a 
great deal of evidence in favour of regarding them as true 
antibodies. Thus they are precipitated in the globulin frac- 
tion of serum, and show the same degree of resistance to 
heat and changes in H-ion concentrations as true antibodies. 
They depend for their formation on an intact reticulo- 
endothelial system irrespective of the state of activity of the 
endocrine glands. Furthermore, antihormones, like other 
antibodies, are formed, in any particular species of animal, 
only in response to material from a different species, and 
if only short courses of immunizing injections are given 
there is definite species-specificity of the antibodies pro- 
duced. Species-specificity, as is well known, may disappear 
when long courses of immunizing injections are given. A 
pregnant woman, for instance, does not produce anti- 
hormones directed against gonadotropin, although during 
pregnancy gonadotropin is present in the body and is 
excreted in the urine in much greater quantities than 
normal. On the other hand, the human subject who 
receives, for therapeutic purposes, many injections of 
gonadotropic extract of bovine pituitaries ultimately 
becomes refractory, and the subject's serum is then found 
to contain antihormone capable of inhibiting the 
gonadotropin of bovine origin. 

The investigations on the biological and immunological 
properties of the relatively crude extracts from endocrine 
glands as yet available, and the antihormones they evoke, 
have shown, therefore, that in many ways antihormones 
resemble true antibodies, and no undeniable evidence 
against this hypothesis has been cited. Nevertheless, final 
proof of the antibody nature of antihormones will depend 
on the demonstration of an in vitro reaction with the 
corresponding hormone in the test-tube. This demonstra- 
tion will require hormone preparations which are 
immunologically as well as chemically pure. It seems more 
than likely that the way towards this final proof is through 
the field of synthetic immunochemistry. 

2 Proc. Soc. exp. Bial., N.¥.. 1937, 37, 343. 


3 Austral, J. exp. Biol. mad. Sci., 1941, 19, 125. 
4 Biochem. J., 938 nig. 118 
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SULPHONAMIDES AND THE METABOLISM OF 
BACTERIA 

The importance of the sulphonamides as chemotherapeutic 
agents has been a great stimulus to research into their mode 
of action. During the last two years it has been shown 
that p-aminobenzoic acid will inhibit the bacteriostatic 
action of the sulphonamides on a wide range of organisms, 
and is even necessary for the growth of more nutritionally 
exacting bacteria. The similarity in structure between 
p-aminobenzoic acid and the sulphonamides, and a study 
of the concentration of the drugs necessary for inhibition, 
have led to the notion that sulphonamides act by com- 
peting with p-aminobenzoic acid for enzymes whose proper 
function is essential to growth. Wood’ has extended pre- 
vious observations by finding that the bacteriostatic potency 
of each of six sulphonamides is directly proportional to 
its ability to counteract the antibacteriostatic action of 
p-aminobenzoic acid. So, although there may be a very 
large disproportion in the concentration of the competing 
substances, the linear relationship between them is never- 
theless interpreted as indicating competitive inhibition. 
The circumstantial evidence for this theory is very great, 
but its final proof must await the identification of the 
enzyme system involved. Macleod,’ investigating the 
distribution of inhibitors of the sulphonamides among 
animal and bacterial extracts, found, however, that some 
were still active when the p-aminobenzoic acid had been 
removed by extraction with acid ether. And Green and 
Bielschowsky*® have encountered similar extracts in which 
the inhibition seemed to be specific, as most of the growth- 
promoting factors had already been destroyed. Kohn and 
Harris‘ have now produced direct evidence that methionine, 
a naturally occurring amino-acid containing sulphur, has 
the property of inhibiting the bacteriostatic action of 
sulphonamides on E. coli. There may be other such 
inhibitors of unknown constitution in proteose-peptone. 
The inhibition of sulphonamides by methionine must be 
different from the inhibition by p-aminobenzoic acid, for 
there is no close structural resemblance to the sulphon- 
amides, and the inhibition is seen only in a relatively 
poor salt-glucose medium and with low concentrations of 
sulphonamide. On the other hand the specificity of the 
inhibitor is great; no similar substance will produce the 
inhibition, and the /-form is ten times as effective as the 
d-form. Ethionine, which differs only by a CH, group, 
will even decrease the rate of growth in the absence of the 
sulphonamides, and this decrease is overcome by methio- 
nine ; several of the homologous x-amino acids show a 
similar effect, which in two instances also is opposed by 
methionine. These observations suggest competitive activity 
for an essential enzyme, with methionine as the natural 
substrate and ethionine as an antagonist, just as p-amino- 
benzoic acid is the natural substrate for the enzyme system 
which is antagonized by the sulphonamides. To explain 
the inhibition of sulphonamide activity by methionine, 
Kohn and Harris suggest that the methionine phase of 
metabolism is secondary to the p-aminobenzoic acid phase, 
and that there may be a number of such stages in the 
essential metabolism of the bacteria. Thus, although the 
presence of sulphonamides blocks the p-aminobenzoic acid 
phase, the addition of a variety of inhibitors, such as 
methionine, might fill up the exhausted reserves at a 
secondary stage and enable the processes vital for growth 
to continue. 

If this idea should prove correct—and it will of course 
require adequate confirmation—it is easier to see how 
bacteria can become “ drug-fast ” by elaborating their own 


1 J. exp. Med., — 75, 369. 
2 Ibid., 1940, 72, 217 
3 Brit. J. exp. Path., 1942, 23, 1. 
4 J. Pharmacol. exp. Therap., 1941, 73, 343, 383. 
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“ inhibitors ” (really the normal substrate) at the secondary 
stage by a reaction which will by-pass the blocked primary 
stage ; and the presence of an excess of such inhibitors in 
pus would explain the inactivity of sulphonamides there. 
Moreover the elucidation of bacterial metabolism in this 
way will lead, it is hoped, to the elaboration of new chemo- 
therapeutic agents which can upset other phases in the 
metabolic cycles of bacteria. 


THE BED-BUG 

The report of the Medical Research Council's Committee 
on Bed-bug Infestation for the period 1935-40 has just 
been issued." It includes six articles dealing briefly with 
the life and habits of the insect and with methods of com- 
bating infestation. Briefly the main conclusions are as 
follows. Temperature, more than any other physical 
factor, governs the life of the bed-bug. In an unheated 
room in Britain it is too cold during about one-half of the 
year for activity or breeding. There is a high mortality in 
winter, and by the spring the population consists mainly 
of adults and large nymphs. Control methods at this season 
should be most efficacious, as there are fewer bugs to kill, 
and living eggs (the most resistant stage) are entirely absent. 
No chemical fumigant is perfect ; heavy naphtha has cer- 
tain advantages, but cyanide is still the most efficient sub- 
stance. Cleanliness on the part of the housewife will alone 
reduce even a serious infestation to negligible proportions, 
particularly if advice and direction from competent officers 
are available. Attention to certain details in building will 
produce buildings with few harbourages, and in which it 
will be difficult for bed-bugs to establish themselves. If 
public health authorities are able to apply the recommenda- 
tions of this report they should be able to make real pro- 
gress against bed-bug infestation. But once again it is 
clear that education of the general public to ensure their 
whole-hearted co-operation is essential before these domes- 
tic parasites are likely to be exterminated. There is no 
easy way to achieve this end; it will require perseverance 
and hard work from all parties concerned. 


STERILIZATION OF DRY POWDERS 
A brief account has now appeared* of the recent case in 
which fatal tetanus was believed to have been caused by 
the local application of unsterile sulphapyridine powder. 
The case is also referred to in a letter from Miss G. M. 
Sandes in our issue of July 18. The powder was scattered 
in the pelvic cavity during an operation for pyosalpinx, and 
tetanus developed seven days later. Cl. tetani was cul- 
tivated post mortem from pelvic tissue, and non-toxigenic 
organisms of similar morphology were cultivated from the 
material of two cardboard containers of sulphapyridine, 
and from the drug itself in one of them. The evidence is 
not conclusive that the infection was of this origin ; it does 
not appear to have been proved that the organisms found 
were in fact Cl. tetani, and it is mentioned that catgut was 
used in the operation. There are nevertheless ample reasons 
for concluding that tetanus could be so produced ; card- 
board and coarse paper are notorious for harbouring 
sporogenous bacteria, and have been implicated in disasters 
of this kind before. The container in question bore a label 
stating that the contents had not been sterilized, and a 
representative of the manufacturers, giving evidence at the 
inquest, recommended that sulphapyridine powder for use 
locally should be sterilized by dry heat at 160° C. for 20 
minutes. Presumably the more usually employed tempera- 
ture of 140°-150° C. for one hour woyld be equally effective, 


, Med. Res. Cncl. Spec. Ser. No. * H.M.S.O., 1942. (1s.) 
2 Pharmaceut. J. toa 942, p. 192. 
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but it should in any case be more generally known that 
temperatures of this order are necessary for sterilizing dry 
powders and many other materials which cannot be pene- 
trated by steam. There is a common impression that auto- 
claving will sterilize anything, but the temperature attained 
—usually not over 120° C.—is only effective in the form 
of moist heat, and serves only for such materials as watery 
fluids and fabrics. A powder in a closed vessel is subjected 
only to dry heat at this temperature, and the temperature 
required for the sterilization by dry as distinct from moist 
heat is many degrees higher. If, on the other hand, the 
powder is in a thin layer, and fully exposed to steam, it 
may be possible to sterilize it by autoclaving, as suggested 
by Dr. J. C. Cherry in our correspondence columns this 
week. The same argument applies to non-watery fluids 
such as liquid paraffin, and it might have been supposed 
to be true of tulle gras until R. M. Savage® showed recently 
in this Journal that autoclaving unexpectedly does sterilize 
this material, partly because it is not quite dry and partly 
because it contains something chemically bactericidal. A 
gas or electric hot-air oven is a simple piece of sterilizing 
apparatus too seldom found among surgical equipment ; 
the only place furnished with it is usually a bacteriological 
laboratory. It provides also an admirable method of 
sterilizing any glassware, including all-glass syringes and 
most kinds of instruments. 


HEREDITARY FACTOR IN CARDIOVASCULAR 
DISEASE 
The premature death of Raymond Pearl must have brought 
to an end some of the multifarious activities which he 
initiated. But he was the founder of an active school, and 
it is satisfactory to know how much is being carried on by 
his associates and pupils. One project, incomplete at the 
time of his death, has been carried to completion by A. 
Ciocco* : this was an attempt to throw light on the consti- 
tutional factor in cardiovascular disease. The extensive 
material was composed of copies of the death certificates 
of a sample of life-insurance holders who died between 
1937 and 1940, together with records of their medical 
examination and family history obtained at the time of 
application. Out of 11,000 cases those chosen for study 
were persons whose parents were dead at the time of appli- 
cation, the causes of death being stated in specific terms ; the 
cause of death of the policy holder had also to be unequi- 
vocally stated. Only white males were included. These 
criteria were satisfied by 2,309 records. In drawing con- 
clusions from this sample it has to be remembered that the 
group is far from representative of the general population, 
and that age at the time of application was, owing to the 
criteria adopted, considerably above the average. Never- 
theless, there does not seem to be any reason for rejecting 
the striking positive findings at which Ciocco arrives. The 
percentage of policy holders who died of cardiovascular 
diseases was 54.3, compared with 43.0 at age 30 and over in 
the country as a whole. Too much cannot, however, be 
read into this owing to the limitations of the sampling. 
Duration of life was slightly but significantly longer among 
the cardiovascular group than among those dying from 
other causes. Of the parents of those dying from cardio- 
vascular diseases 31% of the fathers and 29% of the 
mothers died from the same cause, as compared with 26% 
and 23% respectively among the parents of the remainder ; 
these differences are significant. The really striking result, 
however, is the difference shown when the parents are 
classified according to whether néither, one, or ‘both died 
from cardiovascular disease. When both parents died from 
other causes the percentage of policy holders dead from 


3 British Medical Jcurnal, April 11, 1942, p. 472. 
4 Human Biology, 1941, 13, 350. 


cardiovascular diseases was 51 ; when the father died from 
this cause, 57 ; when it was the mother, 56 ; and when both 
parents died of cardiovascular disease the percentage was 
no less than 65. This study, therefore, supports the hypo- 
thesis that innate biological constitution is a factor of much 
importance in the aetiology of these conditions. Ciocco 
ends by pointing out that the recognition of hereditary con- 
stitution as an important factor does not mean that selective 
breeding is the only sensible preventive measure. As in 
other instances, this knowledge should be a warning of 
the need for observation and care when the family history 
indicates that the patient is more likely than the average 
to be susceptible to a particular disease. 


THE MIND OF THE CRIPPLE 
A conviction is slowly permeating the minds of those who 
care for physically disabled persons that, just as Napoleon 
found in war, so in orthopaedics, the moral factor is to the 
material as three to one. If the patient's psyche can be 
induced to work in harmony with the surgeon and the 
physiotherapist, recovery is accelerated and made more 
sure. The patient co-operates in the treatment and sup- 
plies that activity and determination without which results 
are at best mediocre. A valuable contribution to the 
understanding of the mind of the crippled child has been 
made by the Child Guidance Council in an excellent 
pamphlet’ based on three lectures given to the nursing 
staff of an orthopaedic hospital. The first two lectures 
deal with mental deficiency and with backwardness, but 
perhaps the most illuminating is the third, on those 
emotional reactions of the cripple which may make him 
unhappy, difficult, or antisocial. Emotional stability is 
essential for a good adjustment to life, but nothing is 
more elusive than the formulation of its ingredients. The 
pamphlet impresses on the nurse the vital truth, too often 
forgotten, that the greatest enemy of the emotions is fear. 
The allaying of fear, it points out, is even more important 
in an orthopaedic hospital than elsewhere, because the 
infant paralysed or confined in splints can do nothing to 
escape from a threatening situation. The ward should 
therefore not be kept quite dark, and the nurse should be 
quick to detect the first sign of fear in a child patient and 
comfort him and restore his security. To avert fear of 
falling, a child should be securely tucked in. He may fear 
suffocation from bedclothes and may fear strangers ; the 
nurse’s duty is to protect him from these fears and to 
establish herself as a mother-substitute as efficient as 
possible. An initial lack of self-reliance is especially 
intensified by illness affecting the use of limbs, and by 
anything which makes difficulties for the child or marks 
him out as different from others. Removal from home 
is a potent enemy of security. It is obviously not pos- 
sible for every nurse to unravel complicated emotional 
problems ; these are material for a child guidance clinic. 
What she can do is to reassure him and give him affection, 
to interest him and stimulate him so that he will determine 
to beat his handicap and make good. She will treat the 
aggressive or disobedient child with patience and under- 
standing, and, most important, she will be loyal to her col- 
leagues and superiors and not let the child play off the 
members of the team one against another. Dr. Anaple 
Christie, writing in the Journal of the Chartered Society of 
Massage for last January, also stressed the vital need to 
work for the child’s emotional stability, to treat him as 
an individual, and to develop his initiative and sense of 
responsibility. Her paper and this pamphlet have paved 
the way for the systematic instruction in psychology which 
will soon be recognized as indispensable in the education 
of every orthopaedist and medical auxiliary. 
1 The Mind of the Cripple, 23, Queen Square, Bath. (1s. 6d.) 
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PITFALLS IN “REMOVAL FOR MENTAL 
OBSERVATION ” 


BY 
ARTHUR HARRIS, M.D., D.P.M. 


The general practitioner is often called upon to see patients 
who are showing acute mental symptoms and to advise as 
to whether their removal to the local observation ward by 
the relieving officer is indicated. The conditions under 
which the examination is made are often adverse ; there 
may be considerable confusion and turmoil, and a calm, 
unhurried appraisement of the case may be difficult. In 
these circumstances it is not surprising that not infrequently 
mistakes are made which become obvious in the calm, 
orderly atmosphere of the hospital. The object of this 
paper is to consider in the light of experience the snags 
which the practitioner is most likely to encounter and the 
chief errors likely to occur, although it is very far indeed 
from being comprehensive. 


The main danger lies in the patients in whom the mental 
symptoms form part of some severe organic disorder. Many 
organic cases are eminently suitable for admission to observa- 
tion wards, and indeed the behaviour of these patients may 
make this the only practicable method of dealing with them ; 
but a consideration of the cause and of therapeutic possibilities 
may suggest an alternative means of disposal. The under- 
lying trouble may be completely missed, with resulting com- 
plaints from the relatives that the patient has been treated as a 
lunatic instead of as a sick man. 

A great safeguard against this type of mistake is the ability 
to recognize the “organic” mental picture, which, although 
described in detail in textbooks of psychiatry, including the 
psychiatric sections of general medical textbooks, seems to be 
not nearly widely enough appreciated by the profession. Curran 
and Slater, in the Lancet, 1935, 1, 69, pointed out that physicians 
often are ill equipped to analyse mental symptoms and lacking 
in special knowledge of them. For example, a young man the 
outstanding features of whose condition were failure of 
memory and disorientation in time, so that he went for his 
dinner when he should have gone home, and forgot which job 
he was working on—typical organic symptoms—was regarded 
as a case of functional insanity by several people, including a 
junior neurologist, because he showed no neurological signs. 
Precious months were therefore lost in the treatment of his 
general paralysis, and all hope of cure vanished. 

Signs particularly indicative of an organic origin are memory 
cisturbances with their corollary, disorientation in space and 
time. Mistakes in identities often occur, and the patient may 
believe the physician to be a relative or a friend of his or some- 
one who has treated him previously. Excessive concentration 
of attention or preoccupation with anxieties or abstract ideas of 
the “absent-minded professor” type is not accompanied by 
true memory disturbance. 


* Toxic and Infective Condiiions 


Most infections may produce delirium, and there is no direct 
relation between the severity of the mental symptoms and the 
degree of constitutional disturbance. Alcoholic subjects are 
peculiarly liable, and, in them, mental symptoms tend to make 
their appearance early. 
typhoid, endogenous intoxications such as uraemia, and a 
heterogeneous miscellany of febrile states frequently find their 
way into observation wards for this reason. The general 
aspect of the patient and the presence of fever and of distinctive 
physical signs should afford pointers to the correct diagnosis. 
Meningococcal meningitis may produce sudden furious delirium 
unaccompanied by fever or meningitic signs. In such cases the 
history will usually provide evidence of diagnostic value in the 
shape of prodromal symptoms of a few hours’ or a day or 
two’s duration, such as headache, vomiting, and pains in the 
limbs. Now that sulphapyridine is tending to supplant serum 
in treatment it is not nearly so detrimental to the interests of 
the patient to send him into the observation ward instead of to 
a fever hospital, and can be nursed there quite satisfactorily. 


- wanted to buy there. 


Pulmonary conditions, cases of . 


A good example of the type of meningitic case which gets into 
the observation ward is afforded by a married woman who 
complained to her husband, an A.R.P. worker, of nausea, 
general malaise, and pains in the limbs just before he started 
off for a twenty-four-hour shift. He thought that she had 
“ flu,” and advised her to stay in bed until he came back. On 
his return he found their flat in great disorder and his wife 
rushing about wildly, with her clothing disarranged and 
babbling incoherently. 

Cases of neurosyphilis showing mental symptoms are usually 
most satisfactorily treated in mental hospitals, and removal to 
the observation ward in the first place is therefore not contra- 
indicated. Alcoholic confusional and hallucinatory states 
are also satisfactorily dealt with in the observation ward. 


Organic Lesions of the Brain 

Numbers of patients with organic cerebral lesions, who 
would be better sent into general hospitals in the first place, 
find their way into observation wards; and cases of tumour, 
both primary and secondary, various vascular conditions, and 
disseminated sclerosis have passed through my hands in this 
way. The importance of not regarding absence of neurological 
signs as indicating absence of organic disease and of recog- 
nizing the type of mental disturbance produced by organic con- 
ditions is to be stressed. In one case a woman became forget- 
ful and would go into a shop and fail to remember what she 
Her amnesia and confusion increased, 
but her doctor did not suspect serious disease until she became 
aphasic and suffered from transient losses of consciousness. She 
became comatose and died in the observation ward, post-mortem 
examination revealing a large highly malignant glioma. 

In two rather difficult cases there was sudden collapse, after 
which the patients remained mute although conscious and aware 
of their surroundings. Both were sent in with a diagnosis of 
hysterical mutism, but the development within the course of a 
day or two of a right-sided hemiplegia rendered this untenable. 
Careful consideration of the history and the circumstances in 
which the collapse occurred would have prevented the mistake. 
To arrive at a diagnosis of hysteria purely by exclusion is 
unwarrantable. The condition is one which presents definite 
clinical features and a characteristic history and mental state, 
well described in the textbooks. The dramatic nature and 
mode of onset of the symptoms ; the possibility of their being 
of some value to the patient by providing him with a solution, 
albeit an unsatisfactory one, of his difficulties ; his emotional 
attitude to the symptoms; and the tendency in his. previous 
personality to seek the limelight and to create an impression, 
are important. 

Cardiac Failure 


The confusional and delirious states associated with con- 
gestive cardiac failure are usually transitory and clear up 
dramatically when the primary condition is adequately treated. 
It is a mistake, therefore, to rush these patients off to the 
observation ward in the early stages of their illness if this can 
be avoided, although a certain small proportion will fail to 
respond to treatment and become chronically psychotic, in 
which event removal to a mental hospital may be indicated. 


Reaction to Severe Physical Pain 


The behaviour of some emotional individuals during an 
attack of severe pain may be so uncontrolled as to appear 
completely mad. For example, a doctor was called to a 
house and was told that a young man who had been visiting 
a friend there had suddenly been taken ill while his friend 
was out. When he went into the room the patient clutched 
his hand desperately and mumbled inarticulately, and was 
quite incapable of coherent speech. The doctor not unnaturally 
concluded that the man was insane, and sent for the relieving 
officer. On arrival at the observation ward the patient 
appeared quite normal, but stated that he had just had some 
dreadful pains and described a typical attack of renal colic. 
When they found out the nature of the hospital to which he 
had been sent, both he and his family expressed great indig- 
nation, and one cannot help feeling that the doctor’s reputation 
in the district suffered considerably as a result of this unfor- 
tunate incident. 
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- Failures of complete diagnosis such as those described above 

are easily rectified and rarely prejudice the welfare of the 
patient: at the worst they involve him in an unnecessary 
journey ‘between hospitals, but they are somewhat morti- 
fying to the keen practitioner who prides himself on his pro- 
fessional skill. The patients and their relatives often attach 
undue importance to these failures because of the faulty atti- 
tude of the general public towards mental disease and the 
sharp distinction which they draw between it and physical 
disease. 

The mistake of removing a person to the observation ward 
on totally inadequate grounds is not commonly made. 
Foreigners with little or no knowledge of English are sometimes 
the victims. I remember particularly a voluble, excitable 
harbour official from Dunkirk whose behaviour following upon 
the stress of the evacuation caused unnecessary alarm to 
harassed refugee reception centre officials accustomed to British 
phlegm and unfamiliar with the more mercurial temperament 
of our Latin neighbours. Mere eccentricity or even delusional 
beliefs in the absence of definite antisocial trends are no 
grounds for interference with the liberty of the subject. One 
of my patients was a woman with queer hypochondriacal and 
religious ideas ; but the former were derived from old country 
superstitions, and the latter were shared by other members of 
the exotic sect to which she belonged, so there was no justifi- 
cation for regarding them as evidence of insanity. 

Delinquents, both children and adults of low intelligence, are 
sometimes sent for observation. No harm is done thereby, 
since such people present psychiatric and psychological prob- 
lems, but they are usually better dealt with in the out-patient 
clinics which exist for the purpose in most large towns. 

The patients for whom Section 20 of the Lunacy Act of 1890 
is intended primarily are those whom it is fairly urgently neces- 
sary to put under control and restraint. In delirious states 
especially this urgency is usually much reduced by the adminis- 
tration of 2 drachms of paraldehyde or of a similar drug. The 
question of suicidal risk in depressed patients is the most 
difficult one facing the physician in this respect. Co-operative 
patients who can be dealt with in a more leisurely manner may 
be brought under treatment by other means. Subjects of func- 
tional psychoses can be seen in psychiatric out-patient clinics, 
and from there, if necessary, arrangements can be made for 
them to enter mental hospitals as voluntary patients. Cases of 
suspected tumour and other organic neurological disorders can 
be sent to general or neurological hospitals for diagnosis and 
treatment. 

I am indebted to Dr. O. W. Roberts, medical superintendent 


of St. Francis Hospital, and to Dr. Allen Daley, medical officer 
of health to the L.C.C., for permission to publish this paper. 


LEPROSY IN THE COLONIAL EMPIRE 


Lord Moyne, formerly Secretary of State for the Colonies, pre- 
sided over the annual meeting of the British Empire Leprosy 


Relief Association. Sir WILLIAM PEEL, chairman of the execu-- 


tive committee, in reviewing the work of leprosy control and 
cure in the Empire, so far as it can be made under war condi- 
tions, mentioned the appointment by the Association in 1940 of 
three doctors to Nigeria, a step which had proved most bene- 
ficial to the leper colonies at which they were stationed. The 
work in this territory was gradually extending, but the estimate 
of the number of lepers remained very high, though this might 
be due to a growing readiness of patients to come forward 
rather than to an actual increase in the number of cases. From 
the colonies now in enemy hands reports had come of inspiring 
devotion to duty. Sir William mentioned the leper settlement 
at Sungei Buloh in the Federated Malay States, perhaps one of 
the finest settlements of its kind in the world, where its head, 
Dr. G. A. Ryrie, had remained at his post during the occupation 
of the colony by the Japanese, and had been requested by the 
Japanese to continue his work. He added that the Association 
had offered financial help to this settlement, should it be needed, 
as soon as contact through the Red Cross or otherwise was 
made. 

An address was given by Dr. H. G. ANDERSON, medical secre- 
tary of the Church Missionary Society, who said that in view 
of the wide publicity it had received it was rather sad to have 
to record that the diphtheria toxoid treatment of leprosy had 
not fulfilled the early claims made for it, though a negative 


result of this sort had its value. No praise could be too high 
for the biochemists who had explored the field of synthetic 
chemistry. By the yardstick of history their work was still 
young, but the pace was quickening, and their triumphs were 
only the first indications of great possibilities. One problem 
facing the association in the future was that of still further 
aid to and liaison with the laboratory. He thought the first 
step should be an enlargement of the association’s clinical staff, 
for, after all, it was the clinician who was the senior partner 
in the association between medicine and the biochemists. It 
would be wise, after the succession of frontal advances in their 
work, to consider seriously the more adequate consolidation 
of the bases created over-seas. As a first move he suggested 
the doubling of the staff of qualified doctors. With such an 
addition the survey and clinical laboratory work would auto- 
ney be able to take their vital share in the attack on 
ep" osy. 


ANAEMIA IN X-RAY WORKERS 


A number of workers in x-ray departments in E.M.S. hospitals 
have been taken off work because they were considered to be 
suffering from minor degrees of anaemia due to the effects of 
x rays. Such action, states the Director-General, E.M.S., in 
a letter to Regional Hospital Officers and Sector Hospital 
Officers, is unnecessary, as the anaemia from which these 
persons may be suffering is almost certainly not due to the 
specific action of x rays. In order to allay any unea:iness and 
to guide hospitals in the treatment of such cases, it is asked 
that the information in the following note on blood examina- 
tions in x-ray workers be passed on to all E.M.S. hospitals 
with x-ray departments. 


Blood Examinations 

Periodic blood examinations of x-ray workers have been carried 
out in many institutions over a long period of years. Many such 
records are available. In none of these institutions has a single case 
of aplastic anaemia occurred, and there appears to be no record in 
the literature of aplastic anaemia developing in any x-ray worker 
who was not also in contact with radium. 

A few cases of ordinary secondary anaemia are found from time to 
time, and these appear to result from the conditions of employment 
rather than from any specific action of the rays. Very rare examples 
have been met with in which the white cell count has been seriously 
reduced, but recovery has taken place after a short absence from 
work. One interesting and apparently extremely rare example has 
been observed at King’s College Hospital of a girl who, on return 
to work, developed a severe leucopenia for the second time and was 
advised to find some other occupation. 

It seems generally agreed that periodic blood examinations—at 
intervals of 6 to 12 months—are advisable as a means of 
detecting haemoglobin and red cell deficiencies in persons working 
under unfavourable surroundings, of discovering the very exceptional 
x-ray worker who may develop serious white cell deficiency, and as a 
reassurance to radiographers in general. It is also a reasonable 
procedure to make a blood examination of all candidates for employ- 
ment in an x-ray department before they start work. Minor degrees 
of anaemia need not be treated more seriously among radiographers 
than similar conditions in other occupations. Minor degrees of 
leucopenia should suggest a further examination at a short interval 
—e.g., two weeks—and if confirmed and progressive should entail 
removal from work until the blood state is re-established and the 
count found to remain constant. 

The term “ x-ray anaemia ™ has no particular meaning and should 
be avoided. 


Eleven distinguished medical men, representing the home country, 
the Dominions, and the United States, have been elected to the 
Honorary Fellowship of the Royal Society of Medicine at a special 
meeting. The two from the home country were Lord Horder and 
Sir John Herbert Parsons, a former President of the Society. The 
two from Canada were Prof. W. E. Gallie, Dean of the Medical 
Faculty of the University of Toronto, and Prof. Jonathan Meakins, 
Director of the Department of Medicine at McGill. The two from 
Australia were Sir Charles Blackburn, consulting physician, Royal 
Prince Alfred Hospital, Sydney, and Sir Hugh Devine, Lecturer in 
Surgery at the University of Melbourne. New Zealand and South 
Africa each had one representative—namely, Sir Henry Lindo 
Ferguson, Professor of Ophthalmology and Dean of the Medical 
Faculty, Otago University, and Dr. A. W. Falconer, Professor of 
Medicine at the University of Capetown. The three medical men 
in the U.S.A. were Dr. Hugh Cabot, consulting surgeon at the 
Mayo Clinic, Dr. David Cheever, Associate Professor of Surgical 
Anatomy at Harvard (who had charge of the Harvard Surgical Unit 
which was sent to the Western Front in 1915-16), and Dr. W. T. 
Longcope, physician-in-chief, Johns Hopkins Hospital, Baltimore. 
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Correspondence 


The Teaching of Anatomy 

Sir,—-The correspondence which followed our letter, pub- 
lished in your Journal on Feb. 7, 1942, on the teaching of 
anatomy, shows a substantial measure of support for our 
opinion that an anatomical curriculum of greater educational 
value could be provided if there were a reduction of descriptive 
detail in the general course. 

Time is needed in the curriculum for a broad education in 
structural organization with its functional implications, and 
the subject-matter should be selected from «a wide field. A 
knowledge of the requisite descriptive detail should be built 
up on this basis. For example, it is of far greater value to the 
student that he should learn the plan of construction of nerve 
plexuses through an understanding of the nature of that plan 
rather than by memorization of a system of apparently arbitrary 
interconnexions. There should be a sound knowledge of the 
differentiation and growth of tissues, and the study of 
histological detail should be concurrent with that of gross 
structure. 

We agree with those correspondents who have drawn 
attention to the extensive changes that have taken place in 
the curriculum during the twenty years that have elapsed since 
Prof. Berry’s contribution to your Journal (Jan. 15, 1921), to 
which reference was made in your leading article of March 21, 
1942. These changes, which have been already introduced in 
the anatomy departments of many medical schools, have been 
noteworthy for the increasing emphasis which is laid on the 
study of the living subject and for the variety of methods 
employed. Again, there has been more pruning of minutiae 
than is realized by some commentators, who depend on their 
own recollections of education in the past, or on a consideration 
of the needs of their own particular specialization. 

Further reduction of descriptive detail will concern some 
systems more than others, but it cannot be effected, as has 
occasionally been suggested, by the complete elimination of 
some region of the body from the course of dissection. From 
our experience as teachers we are convinced that attempts to 
learn from previously prepared dissections do not replace the 
advantages of personal dissection, and there is a loss rather 
than a gain of time in the attainment of a given standard. We 
agree, however, that for the purposes of the ordinary M.B. 
student certain parts of the body do not require to be dissected 
in great detail. 

In your leading article you expressed the hope that effective 
action will follow without delay. We concur in this view. While 
there may, in the near future, be some redefinition of the scope 
and functions of the practitioner, with a consequent change 
in the requirements of the curricula in anatomy as well as in 
other subjects, we feel that the ventilation of opinions which 
has been privileged in your Journal will have served to assist 
in further action.—We are, etc., 

ARTHUR B. APPLETON. 
J. D. Boyp. 

W. E. Le Gros Ciark. 
W. J. HAMILTON. 

J. WHILLIs. 


“ Positive Health ” 


Sir,—The first object of medical service, says the Planning 
Commission, is to provide a system directed towards the 
achievement of positive health. The phrase is not defined. 
That achievement, clearly, must be by prevention. I thought 
of Surg. Capt. D. H. C. Given’s letter (Dec. 27, 1941, p. 928) that 
87% of the teeth of the Indian coolie labour recruits at the 
Singapore base were perfect, whereas the corresponding figure 
for our own naval ratings was only 2.75°%. Something had 
prevented abnormal dentition, overcrowding, and decay of the 
Asiatics’ teeth, something operative before the seventeenth week 
of their mothers’ pregnancy. I thought, too, of a remark in 
a letter received from Dr. Scharff of Singapore: “The war 
had given us the long-wished-for opportunity of trying out 
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the wholesale distribution of *husked rice’ to the natives of 
Malaya. In the areas studied this measure had halved our 
infant mortality (160 per mille dropped to 80!) largely because 
of its effect on the improvement of health in the mother.” And 
it seemed to me that the “medical service directed towards 
the achievement of positive health ” must be mainly preventive, 
and, moreover, mainly dietetic ; and clearly, too, the mother’s 
diet has, in many respects, settled the constitution of the in- 
dividual as many years as he has lived, and more, before he 
presents himself to the ordinary practising doctor as a patient. 
Which brings us to this—that we must take thought how to 
advise the mothers and potential mothers about their food. 
What a task! 

I tried to ascertain from the chief figures of the Planning 
Commission whether something of this sort was in their minds 
and was behind the words “ positive health.” They neither 
confirmed nor denied it. But surely nothing less will suffice. 
Dr. Innes Pearse of the Peckham Health Centre is more forth- 
coming in your issue of July 18 (p. 78). She takes the words 
to imply early recognition of disease and then change of 
environment: “ Nothing but periodic overhaul can disclose the 
disorders of those unaware of their presence,” and “it [the 
overhaul] must be accompanied by circumstances which enable 
the family . . . to move out of the environment that has created 
these disorders into one in which they live and function more 
fully—i.e., in health.” She is speaking, doubtless, from her 
invaluable experience of the Peckham Centre ; and as I under- 
stand that dietetics and, more than that, the proper growing 
of the vegetables constitute essential features of its work, there is 
no doubt that “ environment ” includes the source, quality, and 
choice of the food supply. 

Dr. Pearse points to the knowledge of the man in the street 
that * hospitals and clinics, which have a * corner’ in scientific 
instruments, without which he presumes that the medical 
services cannot do justice to the nice demands of non-incapaci- 
tating disorder, will almost inevitably immobilize him should 
he go near them”; and advocates, not the periodical medical 
overhaul of individuals, which, even if it were accepted, would 
have a bad effect on the mind, but the periodical health over- 
haul of the family. This she has carried out with 2,000 families, 
it seems, in the great experiment at Peckham. Admirable. 
detailed, laborious work, giving attention to a multitude of 
points. And, of these, some few are paramount: from the 
long-term point of view one, food, not only its nature but its 
quality. The old rowing coach used to say: “At each stroke you 
must bethink you of 32 maxims: but if you carry out 3 of 
them the rest are automatic.” So with nutrition. With the 
best wish for the continuance and spread of the pioneer work 
of Dr. Pearse, I feel that nutrition is the chief weapon in her 
and our crusade for “ positive health” ; and, moreover, is one 
which can be carried into fields not ripe for a system of 
“periodic overhaul.” 

To be more precise about the “quality” of food I would 
illustrate it by the article by Rowlands and Wilkinson on 
“The Vitamin B Content in the Crop” (Biochem. J., No. 1, 
1930). Having noticed that pigs on home-grown barley and 
wheat did better than on bought, they fed two groups of rats 
upon grass and clover seeds, manured respectively with dung 
and chemical manure. The upshot was that those on the former 
grew nearly twice as well as those on the latter. As a brilliant 
little book by Mrs. Grant says: “ The question of fertile soil! 
affects the housewife much more deeply than is at first 
realized ” (Feeding the Family in Wartime. Foreword by Lord 
Woolton. Harraps).—I am, etc., 

Holmes Chapel. 


Sir,—I am glad to find the meaning of “ positive health” 
questioned by Mr. A. R. Jordan (July 4, p. 22). Quoting from 
the aims set forth by the Medical Planning Commission in 
its draft interim report, he infers that the term stands for 
“health at or above the average.” He errs; for its warm 
advocates on the Commission define it as high-grade physique. 
This corresponds exactly to the alternative definition Mr. Jordan 
mentioned and deplored at the close of his letter—namely, 
“exuberant health.” A few members strongly objected to the 
adjective “ positive.” I am disappointed to find no response 
to his lead, as I fear that. if the term is retained, it will appear 
ludicrous to our successors. 


LIONEL Jas. PICTON. 
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When the aims of an issue so great as the physical salvation 
of a nation are stated, journalese should be avoided. Let us, 
at the opening of this great campaign for health, use a term 
whose meaning is readily grasped and so avoid speculation 
in the minds of readers. If we want ambitiously to stress fine 
physique for all, we may say in plain English “abundant 
health.” But as such an ideal does not come within the range 
of practical politics, should we not be content with stating 
merely “health for all” as our aim? Our descendants will 
still be struggling to attain even that 100 years hence. 

The majority of the nation lack health at present, and in 
many ways—major and minor. Let us consider a few hard 
facts. We may fairly assume that the Army which went to 
France in 1939 was composed of the best of our young man- 
hood, yet no less than 87° of the recruits needed dental 
treatment and 12°, of the total were found to require dentures. 
A large percentage of children suffer from tonsillitis and 
apparently require operation. So much for the commencement, 
while, at the other end of the alimentary canal, constipation 
and piles are the bane of hundreds of thousands. Varicose 
veins and foot troubles are very common. The truth is that 
millions of our population are afflicted with more than one 
of the foregoing minor ills. Among major maladies peptic 
ulcer is so common and affects men in the prime of life. 
Evidence on this also has been provided by the war. for 
of the sick evacuated from France 12%, had peptic ulcer. 
In later life cancer causes what is often a cruel ending to the 
lives of some 70,000 a year of our population, and the total 
crippling and pain inflicted by rheumatism makes another 
hideous mountain of wreckage. 

On reflection, it seems well to approach with circumspection 
and humility such a stupendous task as the replacement of 
widespread disease by universal health. When stating our 
aims, let us not be Utopians but explicit and realistic, as 
becomes men of scientific training.—I am, etc., 

Bristol A. WILFRID ADAMs. 


Primary Medical Interests 

Sirn.—Your correspondence on “Positive Health.” Social 
Medicine,” and “Health Centres” has become even more 
interesting than usual. I am not sure, however, that advocacy 
of a thorough-going State service is going to serve the real 
needs of positive health, which, I venture to think, is a spiritual, 
mental, and genetic problem once the elementary fundamental 
need of a good environment is satisfied. This is not the case 
to-day for a large section of our people. Granted that research 
is needed, this takes a long time to carry out. Meanwhile it 
is quite obvious that, without waiting, many steps to positive 
health and social advance can be taken. Our post-war frame- 
work must be one which gives people room to live in, not 
only in their houses and gardens but in the arrangement of 
their houses in relation to one another. 

I have never understood why the family and the home is 
not of primary medical interest, and if it is political (I am not 
a member of the Socialist Medical Association) then we must 
all take an interest in politics, though not necessarily party 
politics. The same may be said about the primary needs of 
good food for everyone, and the great question seems to me 
to be how the views of the medical profession are to achieve 
their proper authority without getting entangled in the hurly- 
burly of “ party” which they must keep out of.—I am, etc., 


Letchworth, Herts. NorMAN MACFADYEN. 


The Planning Commission’s Report 

Sin—The issue of the Medical Planning Commission's 
interim report will, I hope, lead to a great deal of thought 
and adequate discussion, and it is with this object in view 
that I submit these observations dealing with matters that are 
not adequately dealt with in the report. 

1. The report pays lip service to “ positive health ” but makes 
not the slightest suggestion in connexion with its attainment. 
I suggest that the primary health centres should be the out- 
Posts of this service, and that a room (possibly a waiting 


room or hall at other times) should be available for instruc- . 


tional films, lectures, gymnastic “keep fit” classes, etc., etc. 
Cookery should be taught or else the centre linked up with 
existing cookery schools, and doctors should urge their patients 


to attend these classes as a positive contribution to the pre- 
vention of lesions of the alimentary tract. Housewifery as a 
contribution to environmental hygiene must be taught and 
encouraged ; squalor and dirt are detrimental to health. Dental 
services must play an important part, and a more conservative 


- dentistry encouraged among the poor; there is no mention 


of dental services. Propaganda will be required. The report 
does not mention convalescent camps or camps for jaded 
workers as exist in Russia. 

2. The present appalling state of “industrial surgery” is 
rather slurred over. At present, though compensation is payable 
to workers suffering from injuries or diseases resulting from 
their occupation, no provision is made for the treatment of 
such cases, and to a very large extent this is left to charitable 
institutions to carry out under the gratuitous direction of an 
honorary consulting staff and the immediate supervision of an 
inexperienced and newly qualified resident staff. The result 
of this is that much of the treatment is bad and disability 
prolonged. There has been a tendency recently to concentrate 
on fractures, but no mention is made of septic hands and 
their crippling effects, many of which could be avoided if 
the knowledge already available in textbooks were applied, 
nor of minor muscle injuries. Moreover, if a remuneration 
adequate to encourage surgeons to take up this work were 
paid, and the subject efficiently tackled, not only would this 
knowledge be applied but further knowledge would soon be 
gained. In this connexion some reform in the way in which 
doctors are subpoenaed to give evidence must be achieved. At 
present one’s work is interrupted to go miles to hang about 


in the discomforts of a law court, and either not give evidence © 


at all or else merely repeat what has already been written. 
The least that should be done is that the doctor should in 
these cases only be called by the direction of the judge using 
his discretion, and the power to issue a subpoena should not 
be vested in any solicitor. It is this side of the matter as well 
as the absence of remuneration that makes keen surgeons avoid 
dealing with these cases, as they dislike being mixed up in the 
sordid atmosphere of the courts. Other causes of industrial 
casualties such as hernias, etc., are for similar reasons too often 
left to the inexperienced. The need for reform in dealing with 
all these cases is urgent. The number of man-hours saved would 
be enormous if these industrial casualties were efficiently 
treated, knowledge pooled, and a statistical check kept on the 
period of disability in assessing the value of the methods 
employed. 

3. Teaching hospitals cannot be regarded as the pinnacles of 
clinical medicine. For one thing the selection of staff is too 
haphazard. Social or athletic attainments may play too great 
a part in appointments. For one vacancy there may be many 
applicants, and even supposing, as we are not inclined to do. 
that the best candidate is always appointed, the others may 
be much above the average and seek posts elsewhere. When 
the next vacancy occurs the applicants that time may not be so 
good, but one has to be appointed as those previously rejected 
are no longer available. Further, there is not sufficient inter- 
change, and, as a rule, the teaching hospital would sooner elect 
a mediocre candidate of its own school than bring in a brilliant 
candidate from another. A man may be elected quite rightly 
for his teaching ability rather than for his clinical ability, and 
it has been said that in the case of most teaching hospitals it 
would be easy to find as good or an even better staff from 
those who failed to get on to the staff. Nor are all teaching 
schools equal in any one respect. In actual practice many 
of the non-teaching hospitals do work of as high an order 
as the teaching hospitals, and again there are teaching hospitals 
which are more teaching in name than in practice, and only 
have occasional students. If there were to be a_ teaching 
hospital in each region it would mean breaking up and 
decentralizing the London medical school. This, of course. 
might be a good thing, but would carry with it, so far as the 
staff is concerned, the dangers of isolation and perhaps the 
loss of the stimulating effect of contacts with other teachers. 

It has been argued in some quarters that to plan post-war 
medicine now is to divert our energies from the more urgent 
and immediate necessity of winning the war. On the other 
hand, one hears rumours of plans for socializing medicine. 
and one prominent member of Parliament in a_ broadcast 
speech boasted that capitalists would never regain the privileges 
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they had lost during the war, while at the same time inviting 
them voluntarily to give up further privileges as an act of 
patriotism. I am not in the least concerned about the rights 
and wrongs of the various political ideals, but in medicine we 
have given up a great deal of our freedom during the war, 
voluntarily and patriotically, and while we may, and I hope 
will, be prepared to continue to do so for the public good, 
it would be, to my mind, contrary to all the ideas of fair play 
if this patriotic abnegation were exploited for party purposes, 
and it is for this reason that we must watch our liberties lest, 
while fighting the enemy, we are stabbed in the back by those 
who put party before all.—I am, etc., 
Hove. H. J. McCurricu. 


S:r,—-There is an aspect of the interim report of the Medical 
Planning Commission which does not seem to have received 
the attention it deserves. It appears in several places, but is 
most clearly expressed in paragraph 60, which says: 

“It is recognized that it will be necessary to amend the existing 
law in order to permit medical practitioners to act as members of 
local authorities while participating in the medical services outlined 
in these proposals.” 

A general principle running through the whole constitutional 
structure of this country is here expressed in the law relating 
to local authorities. It is a law which not only prevents corrup- 
tion but also prevents interference with the private lives and 
liberties of the subject, and it is surely unlikely that such a law 
can be altered as easily as the paragraph quoted would suggest. 
Also, there is no reason why an exception should be made for 
the medical profession, and claims for similar representation 
would soon be heard coming from other professions such as 
engineering, surveying, and even from the trades. It must 
equally well be realized that if the law cannot be altered there 
can be no medical representation. 

‘The point appears again in paragraph 58 by including in the 
Regional Councils “an adequate representation of the medical 
profession.” If the Regional Councils are to constitute a new 
series of bodies independent of local authorities, a series of 
fresh laws would have to be enacted to cover them. Again, it 
is unlikely that Parliament would create a new law transgressing 
a principle almost as fundamental as that of the Habeas Corpus 
Act in protecting the liberties for which we are fighting by 


_ Preventing the setting up of a dictatorship. 


The position should be made clear by an authoritative state- 
ment from persons with high legal and political qualifications 
before any further castles are built upon a foundation of 
political sand. If some such statement could be made as that 
“there could be no medical representation in control of a State 
Medical Service that included the whole or a substantial pro- 
portion of the profession,” then medical opinion might be 
much more unanimous on many controversial issues mentioned 
in the interim report. My own opinion, for what it is worth, 
is that a Regional Council containing interested medical repre- 
sentation would soon lose all power and become advisory in 
character.—I am, etc., 


London, S.E.3. J. E. STOKEs. 


Treatment of Haemophilia 


Sirn,—The paper by Messrs. C. L. Endicott, J. H. Mitchell, 
and G. Qvist (July 11, p. 34) shows so great an unfamiliarity 
with the modern treatment of haemophilia that we hope that 
it does not represent the views of the average dental surgeon. 
Calcium and citrous fruits certainly have no part in that treat- 
ment, but it is quite wrong to advise the dental practitioner to 
“direct his efforts at controlling haemorrhage to local applica- 
tion of demonstrably effective agents rather than to speed up 
the coagulation processes by systemic medication.” The value 
of fresh blood transfusion in haemophilia has been known 
ever since blood transfusion became popular, and more recently 
the value of plasma and derivatives thereof has become ap- 
preciated. Johnson’s' results with lyophile plasma are 
particularly striking. When a haemophiliac needs dental 
treatment—and many of them do—he should be admitted to 
a hospital under a medical man who understands the disease. 


It is essential not to underestimate the threat of haemophilia , 


before the operation or to overestimate it afterwards. Provided 
the patient has good veins for transfusion he should not die 
from a bleeding tooth socket. In the case reported the bleeding 


pocompar 
was a slow capillary ooze. Experience suggests that replace} tement 
ment of the blood lost would not have necessitated transfusion PY SMP! 
more often than every other day. Yet because of excessive? ascert 
concern over the local lesion, a relatively harmless external P'S MOre 
bleeding was converted into a fatal interna! bleeding for the of “ rapy 
anatomical reasons which the authors have so clearly 
demonstrated. This 

Local treatment was discussed in detail by one of us in peeking 
1935.* It was pointed out that “ closing the skin over bleeding. purpose é 
points which cannot be controlled is bound to lead to ap folten fou 
extensive haematoma.” Nothing but harm can come from 
over-zealous local treatment. A dressing soaked in Russell’; }°Y the | 
viper venom combined with firm pressure applied for 5 minutes Pmesthet 
will usually stop bleeding for 2 to 24 hours. In our last two patement 
cases Parfentjev’s*’ thrombin was even more successful. The example, 
intervals between bleeding become gradually longer till the}™ he €4 
haemorrhage ceases. Those familiar with haemophilia knovy fille dou 
only too weil asphyxia produced by haemorrhage into the floor }! Pers!ste 
of the mouth, and infiltration into the planes of the neck js | PUt all 
one of the most dreaded complications. To sew the gum over }rrectne: 
a bleeding socket is to invite this complication. It is our }%*t day 
hope that the facts so clearly presented in Endicott, Mitchell, [ite drug 


and Qvist’s paper will effectively discourage measures of this extorted | 
kind in the future——We are, etc., his conve 
R. G. MACFARLANE, 
Oxford. L. J. Wirts. In al 
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Sir,—One of the comments to the article in your issue of }natter it 
July 11 (p. 35) contains the following: “It is doubtful if }iypnosis 
in the present state of knowledge it is possible to take adequate | ounterp: 
pre-operative measures to control haemorrhage in haemophilia.” }any assist 
I wish to make a direct challenge to this statement. | would 1 

In 1936 I discovered a remedy for haemophilia which was |material 
announced to the profession in the Lancet of Nov. 14 in that Jamnesia. 
year. The discovery was then in its first stages. Continued }io the a) 
research has enabled me to produce a substance which will lreproduce 
lower clotting-times in haemophiliacs and in normal persons, fhe js ast 
and will arrest bleeding, whether internal or external. In my [ertain v: 
book Haemophilia and Egg-white Derivatives, and in the Lancet] As an 
paper referred to, I gave details of over 60 teeth extractions Jxample 
in haemophilia, and on page 3 of the book I pointed out the }éfinitely 
dangers of local interference. My work has been verified fi) which 
clinically by other doctors and by clotting-time determinations, } an ex: 
and so recently as five weeks ago a pathologist used my anti- showing 
haemorrhage material on a patient who had a_ spreading }ind whet 
haemorrhage into the neck and was unable to swallow solids. }vere a p 
The pathologist wrote: “When I gave him 2 c.cm. of your }iid not 1 
preparation intravenously yesterday I was astonished at his fn use di 
improvement ; to-day he got up and was able to eat.” neans he 

In my opinion, teeth extraction in haemophilia is a simple fof his ex: 
and safe operation if my material is used. It can be given jmitted th 


prophylactically as well as against actual attacks.—I am, etc., [ihe time 
Sheffield. W. A. TIMPERLEY. any 
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Narco-analysis in Treatment of War Neuroses 

Sir,—I was very interested in Major J. F. Wilde’s article 
(July 4, p. 4) describing his results from the use of this method 
in 50 cases. During the past 15 months I have had experience 
of the treatment of 200 such cases and cannot share his 
enthusiasm. 

I have always been impressed by the fact that nearly always 
no further information was obtained by using the drug than 
was already available from ordinary conversation, provided 
one departed from the more formal type of interview and met 
the patient half way. If, after listening to the patient's descrip- | Sir,—h 
tion of his symptoms and excluding organic disease by every Misleadin; 
possible means, the doctor explains that he is not really a sick fre entitl 
man but an unhappy one suffering from some thwarted desires, futhority. 
which the doctor sympathizes with and would like to help with Public H 
if he can regard the doctor as his friend, the patient will Phabitan 
almost always respond with an emotional reaction, usually 
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———}ecompanied by tears and a confession of the truth of this 
eplace. patement. From this moment the flood gates are open and 
sfusion PY simple questioning most of what one wants to know can 
cessive? ascertained, not only about his present difficulties but also 
<ternal pis More remote worries and private affairs, and this state 
or once established will persist throughout sub- 
clearly quent interviews. 

This latter fact is important as the doctor is not merely 
eeking information but trying to effect a cure, and for this 
eding. PUrPOSe a satisfactory transference is necessary, a factor I have 
to an often found lacking after narco-analysis, as the patient tends 
from fo return to his former attitude, and when this is accompanied 
ussell’s foY the usual mild degree of amnesia for the period of 
Linutes hnaesthetization he may minimize the significance of the 
st two patements he has made and would like to deny them. -For 
The Fxample, I had a patient who admitted inverse sex feelings 
ill the p2 the early part of his life, and from my questioning I had 
knoy fittle doubt that his present depression was associated with 
© floor |: Persistence of these feelings, but he maintained that he had 
eck jg J Put all that away.” Under the influence of pentothal the 
n over correctness of the diagnosis was confirmed, but when seen the 
is ‘our prext day he scoffed at the idea and was sure that it was only 
itchell, phe drug which “ made him talk such rubbish.” A confession 
of this fextorted by force can be denied later by the patient if it suits 
his convenience, and, more important, if his “ super-ego ™ still 
ANE, [iemains as it was, 

In a large proportion of cases, however, there will still 
Baath unconscious factors which cannot be elicited by the 
simple establishment of “rapport,” and it is here that hypno- 
analysis is the ideal short cut and a real advance on the more 
time-consuming methods of orthodox psycho-analysis. In this 
sue Of Inatter it is astonishing how relatively easy it is to induce 
ful if hypnosis in war neurotics as compared with their peacetime 


Us in 


quate founterparts. In cases where this has failed I have not found : 


hilia.” )sny assistance from the use of pentothal. From my experience 
| would maintain that the latter never reveals deeply repressed 
h Wa |material nor unmasks a true amnesia, but only a pseudo- 
n that |amnesia. By that I mean that the patient really has access 
tinued to the apparently forgotten material but does not wish to 
h will lreproduce it, either for his own or others’ inspection, because 
TSOMS, the is ashamed or frightened of it or realizes it possesses a 
In MY [certain value as a means to an end. 
ance} As an illustration of this point I would like to quote an 
cllOMs fxample of a type of case in which I think pentothal is 
ut the Mefinitely a help—that is, an anxiety state of extreme degree 
srified fn which the patient is too agitated to be able to settle to listen 
t10Ns, Jo an explanation of his illness. The man in question was 
ants fhowing extreme terror, unable to sit still during interview, 
-ading ad when it was suggested that his experiences at Dunkirk 
solids. Jvere a probable factor in causing his illness he said that he 
your }iid not remember what happened and that, therefore, it was 
it his Jt use discussing it. As he was unapproachable by any other 
neans he was given an injection of pentothal and a full account 
of his experiences obtained. When seen the next day he ad- 
nitted that he had really been quite aware of the facts all 
he time but was trying hard to forget them and “did not 
want anyone to drag them up again.” There was only slight 
improvement of his condition, but he was now agreeable to 
hysiel., frequent talks about his troubles and subsequently improved 
ugh to be fit for duty. Here the amnesia was obviously only 
“~pparent, and the process of repression a conscious rather than 
unconscious effort. 
To conclude, I should like to maintain that narco-analysis 
uld only be rarely resorted to as it is a confession that more 
imple methods have failed ; secondly, that it is not a reliable 
ans of effecting a transference ; and, finally, that it is not 


rticle 
ethod 


jence ng 
» his # Means of gaining access to deeply repressed material.— 

am, etc., 

J. L. 

_ Consulting Psychiatrist to an E.M.S. Hospital. 
vided 
| met Diphtheria Prophylaxis 
scrip- | Sir,—In your issue of June 13 (p. 735) there appears a rather 


every Misleading statement to the effect that medical practitioners 
sick jre entitled to receive A.P.T. free of cost from the local 
sires, futhority. It ought to be made clear that Section 177 of the 
with Public Health Act, 1936,.limits the facility to “the poorer 
habitants.” These are already being treated under local 
ually 


authority schemes (either by general practitioners or medical 
officers) with A.P.T. supplied through the E.M.S. laboratories, 
and the obvious measure for practitioners dissatisfied with the 
private supply of A.P.T. is to refer patients to the local authority 
for'treatment. Surely your statement was not intended to mean 
that private practitioners could obtain free A.P.T. from the 
local authority and charge their patients fees for administering 
it—I am, etc., 

Health Department, West Bridgford. W. B. Watson, 

*," We understand that in view of the vital necessity for 
countering the increased risk of diphtheria arising from war 
conditions, the Ministry of Health has arranged for the free 
issue to local authorities of diphtheria prophylactic, and it is 
urging them to persuade as many parents as possible to have 
their children immunized. The Ministry does not contemplate 
that this campaign can be restricted to any particular class of 
parents or children.—Ep., B.M.J. 


Standardized Wassermann Reactions 


Sir,—The discussion in your columns of this matter will 
advertise again the canon that the blood serum test is an 
integral factor in the diagnosis and treatment of syphilis ; and 
there must be consequent insistence on the test being subject 
to the least possible error. 

The arbiter of the worth of any test for the live patient 
will always be the experienced clinician, and he has long and 
well learnt that whenever the result of the serum test must 
weigh heaviest in the evidence, at the least it should be repeated. 
To lessen the chance of error, standardization of material 
reagent and of human method is an obvious step. The Medical 
Research Council's publications have gone far towards 
standardization of method, and all those who have the care of 
syphilis patients are indebted to Col. L. W. Harrisun for the 
valuable service constituted in the supply by the Ministry of 
Health’s special laboratory of tested (which surely is to say 
“ standardized ") reagents. 

Dr. Orpwood Price (July 11, p. 54) tells us that three things 
used in the performance of the Wassermann test can be 
standardized—the technique, the antigen, the saline—and that 
the complement, the amboceptor, and the red blood cells can- 
not be so dealt with. In view of the supply of tested 
complement and amboceptor from the Ministry’s laboratory, 
Dr. Orpwood Price’s meaning is not perhaps fully apparent. 
However, I pose the question, Why bother any more with 
Wassermann tests for blood serum which require the dubbed 
refractory three, carrying many more chances of error than 
can enter into a precipitin blood serum test for syphilis, such 
as the Kahn or Laughlen, which require only the dubbed 
amenable three? Moreover, though the Wassermann test still 
enjoys a tacit “approval” in “ approved” laboratories, many 
years’ clinical experience has not yet detected any superior 
reliability or usefulness for it over the Kahn as a blood serum 
test for syphilis ; on the contrary, in some stages of syphilis it 
is notably inferior. And if on top of this it is more subject— 
as it is—to error in any hands in any laboratory, again, what 
and why the inertia that underpins its “ approval ” as the blood 
serum test? 

In dealing with syphilis as a public measure I put forward 
the axiom that the best for the patient and the public is for 
the medical officer in charge of the patients to have had such 
first-hand experience of the performance of all serum and 
other laboratory tests as to be able to do them again for 
himself if need be; that his pathologist or his, the clinician's, 
laboratory technician (why not?) should be at his elbow ; an 
active though subordinate colleague in the medical care of the 
patient. This is hardly possible in the large clinic with the large 
laboratory, where the doctor and his pathologist may easily be 
kept too far apart, even though they be under the same roof. | 
maintain that because laboratory tests are integral, indispensable 
factors in diagnosis and treatment, laboratory and treatment 
rooms should be but different near-by rooms in one house, with 
one head of the house, who must be the medical officer actively 
and primarily engaged in, and responsible for, all that pertains to 
the proper diagnosis and treatment of the patients. He, not the 
staff of the treatment centre, must be the doctor. Therefore, in the 
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major ruling interest—the patients—* plans for the future ” 
should provide for splitting all large V.D. clinics and large 
V.D. laboratories into smaller treatment centres, and for each 
centre of clinic-and-laboratory to be under one director.— 
I am, etc., H. M. HANSCHELL, 


Director, V.D. Department, 
Albert Dock Hospital. 


Sir,—The point at issue is that while large numbers of labora- 
tories carry out Wassermann tests, few can be trusted 
to give really reliable results. This casts no aspersion on the 
skill of the pathologists concerned, since it is obvious that it 
is only in those laboratories which carry out large numbers 
of tests and in which there is a close liaison with the clinical 
side that results can be properly checked; without such a 
check errors may creep in only too easily. If the Ministry 
of Health would publish a list of those laboratories which have 
been approved under the V.D. scheme, practitioners would 
know where to send specimens of blood in the hope of getting 
results on which reliance could be placed.—I am, etc., 


London, S.W.1. T. E. OSMoNnpD. 


Tetanus after Sulphonamide Treatment of Cavities 

Sir,—Dr. E. C. Atkinson (July 4, p. 24) has certainly proved 
the fallacy of the second part of the statement, “ Sterilization 
of sulphonamide crystals does no harm but is unnecessary.” 
I have found, however, that, although sterilization is necessary, 
unless care is taken in carrying it out harm is done to the 
crystals, and I think that the recommendation suggested of 
sterilizing at 160° C. for twenty minutes will prove harmful 
to the drug. If sulphapyridine is heated above 150° C. for 
twenty minutes it shows some darkening in colour. Sulpha- 


thiazole will certainly form a purple tint at this temperature, - 


as also will sulphanilamide. This change in colour probably 
renders the powder toxic, and it should not be used. 

I believe Dr. Atkinson is right in his statement that the 
powder is constantly used in hospitals without being sterilized, 
and I would suggest that the reason for this is that the makers 
have not supplied adequate information as to how this steriliza- 
tion should be carried out. I have used the following technique 
of sterilization for the past eighteen months and have found 
it satisfactory; I give it in some detail in the hope that 
it may prove useful to others using the drug. 


1. Place 15 grammes of the powder in a 500-c.cm. conical glass 
beaker which has been previously boiled. Plug the mouth of the 
beaker loosely with sterile cotton-wool. 

2. Boil a glass jar in which it is intended to store the powder. 
(This jar may then be labelled with an ordinary gum label after 
the jar has been boiled and before it is placed in the autoclave. 
The label will remain on the jar during the autoclaving, and is 
quite readable, if a little discoloured, when the jar is taken out.) 
A glass rod and a few small bowls should also be boiled. 

3. All the above are placed on a large tray in the autoclave. 

4. The door of the autoclave is made fast and the vacuum pump 
turned on until a negative pressure of 16 Ib. to sq. in. registers. 

5. Shut off the vacuum pump and turn on the steam. Raise steam 
to a pressure of 16 lb. to sq. in. (16 Ib. pressure to sq. in. =269° F. 
or 126° C. approximately). This pressure of steam is maintained 
for 20 minutes. 

6. Turn off the steam and empty the autoclave of steam. The 
vacuum pump is turned on until a negative pressure of 16 lb. to 
sq. in. is registered. (The object of producing a vacuum the second 
time is to make sure the powder comes out dry.) 

7. Shut off the vacuum pump, open the autoclave, and take out 
the tray. (The person taking out the tray should wear sterile gloves, 
gown, and mask.) 

8. Place the tray on a sterile table. The powder in the beaker 
may be slightly caked, and may need to be pounded a little with 
a glass rod. It will then easily be transferred into the glass jar 
(which has been in the autoclave already labelled). The glass 
stopper is placed in the jar. 

9. The jar is stored in a sterile theatre drum ready for use. 


If the powder before being placed in the beaker. is not 
moistened its sterilization may not be quite so effective. How- 
ever, the powder if moistened before being placed in the 
beaker (as recommended by some) will crystallize to a greater 
or less extent according to the degree of moisture achieved. 
On taking it out of the autoclave it will be found to have lost 
its nice powdery appearance. This crystallization does not 
alter its therapeutic value, although it may render its absorption 
from a wound less rapid.—I am, etc., 

Dublin. J. C. CHERRY. 


Treatment of Scabies 

Sir,—Advance in the treatment and control of scabies } 
been delayed by the element of mystery and uncertainty whig 
has followed it down the ages. Prof. R. M. Gordon ; 
Dr. D. R. Seaton (June 6, p. 685) have introduced a new 
stance which. may prove to be a definite therapeutic advang 
Whereas the limitations of their animal experiments were 
preciated by the authors, certain of their conclusions supp, 
traditional beliefs which are now being questioned by clinic 
observation. The infectivity of clothing and blankets depen 
on the ability of the patient to infect them and is a variaby 
factor. With the average case to-day the parasitic populatic 
is not large, and the infectivity of fomites is corresponding 
low. Investigations in the last war seem to have been carrie 
out with cases having a great number of active and potential 
infective mites, and reports often placed blankets among tk 
chief sources of infection. In cases seen over the past f 
months I have not yet been able to find or to expect ty 
presence of as many mites in a case of scabies as were recovers 
by the above authors from the small piece of silk tied overnig 
to an infected rat's tail. 

A hot bath, often with soaking and scrubbing of the bod; 
is accepted as the usual preliminary to treatment. 
traditional reason given is that the burrows are thereby opened 
After a study of the microscopical appearances of acti 
burrows, I have found that before any treatment these burrow 
are either already open at their entrances or have been 
scratched further open by the patient, or have had their roof 
penetrated by emerging nymphs. The active ovigerous fe 
usually lies in cuticle of normal appearance one or more milli 
metres ahead of the atrophic and friable portion of the burre 
which would be removed by scrubbing. The mites are foun 
to be killed by benzyl benzoate with the same speed and 
completeness whether a bath is given beforehand or not. 1 é 
not doubt that bathing assists the treatment of severe infection: 
crusted scabies, and rat scabies. The ova which may be 
covered after benzyl benzoate therapy appear intact under th 
microscope, but when an attempt is made to hatch them b 
incubation they shrivel up and collapse, whereas ova remove 
before treatment deveiop normally. I have not found a secor 
course of treatment to be necessary in any of the cases so fa 
treated. 

It will prove of great value to an Army in the field if furthe 
research reveals to what extent bathing and full disinfestatior 
can safely be omitted from the treatment of scabies. Ablutio 
and disinfestation facilities may thus be freed to deal witl 
the more urgent problem of control of the louse. Such 
advance can, however, only be made if the conclusions drav 
from experience of the last war are re-examined by clinic: 
observation and experiment, and are retained only so far 
they are found to apply to the present day.—I am, etc., 


H. F. Lunn, 
Captain, R.A.MC. 


Operations and Workmen’s Compensation 


Sir,—The letter of Dr. Hermann Levy (July 18, p. 82) raise 
matters of great importance in regard to Workmei’s Compens@ 
tion ; but there are others. 

No one with any knowledge of the facts would deny th 
correctness of the observations made by Dr. W. A. Brend an 
quoted in Dr. Levy’s letter. It would appear desirable th 
all cases coming within the Workmen’s Compensation Ad 
should be referred to a neutral body for decision. I sugget 
that the Ministry of Pensions is admirably suited to perfo 
this work, as it has a highly trained medical personnel whos 
most important function is that of assessment of disability ar 
disablement.—I am, etc., 

Tunbridge Wells. 


Use of the Term “ Orthopaedic ” 

Sir,—It would be a help to those wishing to arrive at 
unprejudiced opinion on this matter if Brigadier Max Pa 
would supplement his letter (July 18, p. 79) by giving th 
reasons for recanting the views expressed in his presidenti 
address to the Section of Orthopaedics of the Royal Soci 
of Medicine’ in 1935, in which he stated: “The t 


W. O. Moore EDE. 


1 Page, C. Max, Proc. roy. Soc. Med., 1935, 29, 63. 


ence 
Pperie! 
of th 
they 


Barris 
MEDICAL JOURNAL A 
4 cou! 
=the 
ere 
tran 
i cert 
— orth 
field 
the 
proy 
deal 
be | 
a pl 
“Wi 
whi 
| our 
Si 
| of tl 
| mad 
Sect 
| May 
TI 
| to bi 
for 
rapic 
| reco 
tion: 
| wish 
subu 
a on t 
in tl 
beds 
Su 
lowi 
prac 
sulta 
ty As 
| tione 
betw 
for « 
doct 
knov 
of in 
num 
mate 
prac! 
wishi 
inclu 
kj train 
gradi 
respec 
4 | All f 
docte 
(B 
insu 
accor 
cludi 
facili 
able 
moth 
hospi 
diffic 
long 
to he 
shoul 
quali 
They 
| 
— 


bies } 
ty whic 
Jon 
advance 
were ap 
SUPP¢ 
Clinic 
depen 
variab 
Pulatic 
onding) 
Carri 
tentialh 
ong th 
vast fi 


it. Td 
fections 
be 

ider th 
hem b 
emove 
| SECON 
s so fa 


estation 
\ blutio 
al wit! 
such 

draws 
clinic: 
» far 
AMC. 


raise 
mpe 


eny 
ond anc 
ble th 
on Ag 
sugges 
perfo 
| whos 
lity a 


AuGustT 1, 1942 


Mepicat JOURNAL 


CORRESPONDENCE 143 


4 


‘orthopaedic surgeon’ is now so well established in this 
country that the title is not likely to be displaced, although 
the later development of our specialty has marred its aptness. 
_.. The limited application of the term, which may be 
translated ‘the correction of deformities in children,’ was 
certainly lost when early in the nineteenth century the 
orthopaedic surgeon commenced to treat the adult, and the 
field of the specialty has widened ever since. Indeed, since 
the last war orthopaedics has so expanded that it may now 
properly be considered as that section of general surgery which 
deals with any disorder of the locomotor apparatus.” 

The aspiration of most orthopaedic surgeons would perhaps 
be best expressed by the exhortation of Sir Robert Jones* in 
a presidential address to the British Orthopaedic Association: 
“We should be known not by the label which is attached to us, 
which in many ways is unfortunate, but by the excellence of 
our work.”—TI am, etc., 

H. JacKSON BURROWS. 


Maternity Service of the Future 


Sirn,—We submit below a memorandum on the improvement 
of the maternity services of the country, based on the statement 
made by Dr. Everett on our behalf at the meeting of the 
Section of Obstetrics of the Royal Society of Medicine on 
May 15. 

The trend of what may be termed “ official opinion ” seems 
to be towards establishing a comprehensive institutional scheme 
for maternity service for the whole country, based on the 
rapid rise in institutional confinements during recent years. We 
recognize that in industrial and crowded urban districts institu- 
tional planning for the great majority is inevitable; but we 
wish to emphasize that over the greater part of the country— 
suburban, semi-rural, and rural—the ideal scheme will be based 
on the principle that many confinements will still take place 
in the home, partly because of the insufficiency of maternity 
beds, especially for private cases. 

Such a scheme must be regional, and will entail the fol- 
lowing: (A) A first line or periphery consisting of general 
practitioners and midwives. (B) Local hospitals with local con- 
sultants. (C) Central organizing consultants for each region. 

As regards (A), the first line, we consider the general practi- 
tioner is essential for two reasons: (1) The personal relationship 
between doctor and patient. The majority of women planning 
for confinement ask that they shall be attended by their own 
doctor. Their confidence in the family doctor, with the doctor's 
knowledge of the patient’s physical and mental make-up, is 
of inestimable value in the conduct of a maternity case. (2) The 
number of medical officers required to staff an efficient 
maternity service would render the exclusion of the general 
practitioner a practical impossibility. Not every practitioner 
wishes, or is necessarily competent, to practise midwifery. It 
is suggested that a list would be drawn up in each area, 
inclusion in which would imply willingness to serve, special 
training and/or experience, and an undertaking to attend post- 
graduate courses. The midwives would be highly trained 
responsible nurses, also with opportunity for refresher training. 
All patients treated at home must give the name of one of the 
doctors on the list for SOS service. 

(B) The local hospitals and consultants would be established 
in suitable towns and country districts of the region. Adequate 
accommodation must be provided as regards number of beds (in- 
cluding private wards), equipment, and ancillary services (x-ray 
facilities, pathological laboratories, etc.). They would be avail- 
able for all cases of difficulty or abnormality, as well as for 
mothers who prefer to be admitted for confinement. Central 
hospitals are unnecessary and disadvantageous because of the 
difficulties and dangers of transporting emergency cases over 
long distances, and the disinclination of patients to be removed 
to hospitals outside their own districts. The local consultants 
should form a most important part of the service, and their 
qualifications and selection should be very carefully considered. 
They should have had at least ten years’ postgraduate experi- 
ence of obstetrical practice. They should have had some ex- 
perience of general practice, which would give understanding 
of the outlook and difficulties of the general practitioner, and 
they should preferably hold some higher degree in obstetrics. 


2 Jones, Sir Robert. J. Bone Jt. Surg., 1926, 8, 247. 


They should be chosen by the central consultant of the region, 
in consultation with the local practitioners of the service, in 
order to retain the confidence of the latter, without which their 
work would be gravely handicapped. 

Ante-natal Care.—lIdeally this should be the responsibility of 
the doctor who is to deliver the case, and it is unfortunate and 
manifestly wrong that at present much of this important work 
is in the hands of whole-time clinic medical officers, who never 
deliver a case. Doctors on the practising list should do their 
own ante-natal work. Midwives’ patients should attend clinics 
under the local consultant, who would report and consult with 
the patient’s doctor in every case of abnormality. 

(C) The central consultant of the region should be an obstetric 
specialist of repute, and should be wholly responsible for the 
organization of the service in the area under his control. He 
shou.d always be mobile and readily available to visit local 
hospitals in consultation or emergency. 

We hope that when a comprehensive scheme is adopted for 
the maternity services of the country the general practitioner's 
point of view will be considered on the lines of the scheme 
here suggested.—We are, etc., : 
G. WINN EVERETT. 
Epwarp A. WILSON. 
R. C. B. Ramsay. 


Bushey Heath, Herts. STEPHEN A. SCORER. 


Declining Population 


Sir,—In one sentence Dr. Margaret Hadley Jackson (July 11, 
p. 55) vigorously denies that contraception is a cause of the 
decline in the birth rate, and in the very next she frankly admits 
that many persons are shying away from parenthood for a 
variety of reasons. And how? By the use of quinine and 
mercury and other noxious ingredients with or without or 
inside rubber products, which injure, often-times permanently, 
one of the most delicate and selective cell sites in the body— 
namely, the arbor vitae of the cervix. Is it to be wondered 
at that those who do routine gynaecological O.P.s or conduct 
sterility clinics in large teaching centrcs have found during 
the last ten years that more than 50% of patients with primary 
sterility have used contraceptive means or gadgets supplied to 
them by so-called welfare clinics ; and that many a bride and 
young mother has a “strawberry” erosion indicative of 
endocervicitis, which it will take months of anxiety and care 
to treat, and even then with no security of prognosis? Nine 
years ago Séguy and Vimeux in Paris demonstrated that the 
penetrability of the cervical mucus plug, which is normally 
ever there, is in inverse ratio to the number of leucocytes 
present: in other words, the clearer and more transparent the 
glairy fluid, the more certain the chances of conception. It 
is this mucus plug, with the cells and glands that make it, that 
chemical contraceptives injure and alter. 

In the early ‘thirties Germany and Italy, closely followed 
by France, forbade by law the sale of contraceptives except 
in attested cases, and simultaneously they closed down the 
vested interests concerned, not merely for reasons of cannon 
fodder, nor for arguments of Lebensraum, but because their 
Registrars-General, like our own, viewed with dismay the fast- 
falling birth rates, well recognizing, as the Russians since have, 
that unchecked and indiscriminate birth control spelled not 
only race suicide but economic ruin ; for had not Darwin and, 
later, Oswald Spengler testified that without numbers there can 
be no selection and no racial advance, and that decreasing 
fertility and increasing eugenism tended’ not only to the non- 
production of genius but also to the non-production of pioneers 
and leaders of men? 

No one finds fault with spaced births after the first child. 
It is the necessity for the first child at an early date and at an 
early parental age that is imperative. Of course it is impossible 
to suppress birth control ; but surely its principles should not 
be relaxed to-day, or its methods be injurious and/or unbridled, 
even before, as well as just after, matrimony. What is still 
more urgently necessary is, that the State should remove those 
obstacles and deterrents to parenthood that stifle instinct—the 
fear of poverty, the fear of physical breakdown, the fear of 
social decadence through lack of good educational facilities, 
the fear of failure or stoppage in a career. Only remission 
of taxation, housing relief, family endowment, and physical 
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assistance schemes can lessen the risk of the childless, or one- 
child, family to itself and the State. 

There seems little doubt that Dr. Jackson is correct in as- 
suming that the condition of subfertility is on the increase and 
to-day more frequently encountered. Among the multiple 
factors responsible I suggest that the present generation of 
young people are paying the price of ante-natal and post-natal 
avitaminosis in their parents during and after the last war ; 
for there can be little question that the prevention of sterility 
begins in utero and continues through the periods of the first 
and second dentitions to the all-important time of puberty, 
when the greatest strain falls upon development and most 
particularly upon the generative system of both sexes, a time 
when every school doctor and home doctor should ever bear 
in mind that most wise axiom of Gowland Hopkins: “ The 
vitamins are to the endocrines what the endocrines are to 
the economy.”—I am, etc., 


London, W. V. B. GREEN-ARMYTAGE. 


Treatment of Hypertension 


Sir,—The leading article on hypertension (July 4, p. 15) will 
have interested a wide circle of readers, and none more 
than those who, like myself, have been using in recent 
years detoxication methods in the treatment of high blood 
pressure. 

Now that it has been scientifically established that high 
blood pressure can be produced by a toxic agent which forms 
in the kidney when its blood supply is cut off, there will be 
less reason for us to draw upon our imagination when we try 
to explain good results. In future, when a marked fall in 
pressure occurs after a few days’ or weeks’ treatment, shall 
we not be justified in claiming that this has occurred as a 
result of nullifying the action of that toxic agent by some 
method of detoxication which has been employed? Further, 
when symptoms we associate with the progressive stages of 
Bright’s disease gradually disappear as treatment continues 
(an experience I have had on many occasions when using the 
permanganate method of detoxication that was introduced by 
Nott in a paper in the Journal of Dec. 26, 1925) need we be 
so greatly surprised by the remarkable results achieved? 

Since we are now told that when only one renal artery in 
the experimental animal is clamped changes take place in the 
minute anatomy which are indistinguishable from those seen 
in Bright’s disease, and that these changes are also found in 
the undamaged kidney, does this not suggest that the 
permanganate method has the power at times of neutralizing 
this self-same toxic agent when it is circulating in the blood? 
If this is so, have we not a scientific explanation for the 
remarkable results which Nott reported in the paper referred 
to above? As I am one of many who have used his treatment 
regularly for the past 17 years with great success, I believe 
I shall be expressing their opinions as well as my own when 
I ask if the time has not come to accord a little credit to one 
who has added something of very great value to our 
therapeutic knowledge?—I am, etc., 

London, W.1. GILBERT ORME. 


Nurses in Hospital 


Sir,—Dr. S. L. B. Wilks writes (July 18, p. 84) that “the 
brutality of matrons (and sometimes of sisters) to their nurses 
is notorious” and “needs no investigation,” and goes on to 
state that “the remedy lies with hospital boards and medical 
officers.” I submit that his statements and the general tone 
of his letter are unsupported by well-known and widely 
recognized facts, and that they constitute an unjustifiable and 
gross attack upon many who are the responsible leaders of a 
great profession, and contain also a libel on hospital boards 
and their medical officers. 

I suggest that the need for Dr. Wilks to make’an investigation 
is very great, and that if he will be at some pains to extend 
his knowledge of relevant facts he will find that the one 
hospital he knows well has its equals all over the country, and 
that matrons throughout the land are loyally and ungrudgingly 
caring for the welfare and interests of their nurses and 
probationers.—I am, etc., 


Taverness, T. C. MAcKENzJE, M.D. 


Obituary 


H. S. BIRKETT, C.B., M.D., LL.D. 

Many medical men in this country have already heard with 
much regret that Brigadier-General Henry Stanley Birkett, the 
eminent Canadian laryngologist, died on July 19 at Montreal, 
where he occupied the chair of laryngology and otology in 
McGill University for 37 years and was dean of the medical 
faculty for eight years. At four annual meetings of the British 
Medical Association he held office as vice-presicent of his sec- 
tion: 1897, Montreal; 1906, Toronto ; 1930, Winnipeg; and 
1932, Centenary Meeting in London. 

Born on July 17, 1864, at Hamilton, Ontario, the son of 
William Birkett, merchant, Birkett came to this country for his 
early education at Chester. He returned to Canada for medical 
study at McGill, graduating M.D., C.M., and winning the 
Holmes gold medal in 1886. His long service to the Montreal 
General Hospital began as house-surgeon, and he was appointed 
laryngologist in 1891. At McGill University he was a demon- 
strator of anatomy for seven years, and became professor of 
laryngology and otology in 1895 and emeritus professor in 
1931. His tenure of the post of dean of the medical faculty was 
interrupted by the last war, during which he gave outstanding 
military service. He organized and commanded for 34 years 
No. 3 Canadian General Hospital (McGill) for service with the 
B.E.F. in France. , He was then made consultant in oto- 
laryngology at Boulogne, and in 1918-19 Assistant Director- 
General of the Canadian Medical Services over-seas with the 
rank of brigadier-general. In these posts he made many lasting 
friendships with British medical officers, both regular and 
temporary. He was created C.B., Military Division, in 1917, 
and received the Colonial Officers’ Auxiliary Decoration. 

Birkett’s standing in his own specialty may be judged from 
the offices he held at one time or another: President of the 
American Laryngological Association, of the American Oto- 
logical Society, and of the American Laryngological, Rhino- 
logical, and Otological Society; Honorary President of the 
Clinical Congress of Laryngology, held in London in 1919; 
Semon lecturer, University of London, 1922 ; honorary member 
of the Scottish Otological and Laryngological Society, of the 
American Academy of Ophthalmology and Oto-laryngology, 
and of the Italian Society of Laryngology. He was consulting 
laryngologist and otologist to the Royal Victoria Hospital, 
Montreal, a governor of the Montreal General Hospital, and 
past-president of the Montreal Medico-Chirurgical Society, of 
which he had been general secretary. McGill University con- 
ferred upon him its LL.D. degree honoris causa in 1921. He 
wrote many papers on diseases of the throat and nose, con- 
tributed to Osler’s System of Medicine and to Jackson and 
Coates’s large textbook, and published his Semon lecture on 
the transatlantic development of rhino-laryngology. 


W. K. ANDERSON, M.D., F.R.F.P.S.G. 
By the death of Dr. William Kirkpatrick Anderson, which took 
place on June 27, Glasgow has lost one of its physicians 
specially known for his work in psychological medicine. He 
received his medical education in Glasgow University, gradu- 
ating M.B., Ch.B. in 1902 and M.D. in 1926. He became a 
Fellow of the Royal Faculty of Physicians and Surgeons, 
Glasgow, in 1924. His professional training was continued at 
Dundee Royal Infirmary, and he then entered general medical 
practice in Glasgow, at the same time developing his inclinations 
towards psychological medicine. In 1914 he was appointed by 
the Corporation of Glasgow visiting physician and physician 
in psychological medicine to the Eastern District Hospital and 
to Stobhill Hospital. In 1923 he became lecturer in psychiatry 
in the Anderson College of Medicine, proving himself to be a 
popular teacher, gaining the confidence of those who appreci- 
ated his instruction. During and after the last war he had 
charge of the mental wards in Dykebar Military Hospital. 
Renfrewshire. Dr. Anderson made frequent contributions to 
medical literature, some of which were: “ Morphinomania ~ 
and “ Gastric Infection secondary to Oral Sepsis and Systemic 
Disease,” published in the Practitioner ; and his chief work on 
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Malarial Psychoses and Neuroses, published in 1927, was 
generally accepted as a standard book of reference on the 
subject. He also published in the Glasgow Medical Journal 
a paper entitled “The Superior Mediastinum in its Clinical 
Aspects: with Special Reference to Signs of Aneurysm of the 
Transverse Aorta "—a record of 110 cases ; and in conjunction 
with Drs. Horowitz and Palmer an account of a case of a 
fatal agranulocytosis after sulphapyridine therapy. 

Dr. Anderson travelled frequently on the Continent, visiting 
German medical and psychological clinics in Dresden, Munich, 
Berlin, and Vienna, and some of the sanatoria in Switzerland. 
He was keenly interested in social work and was a generous 
contributor to various means of carrying on this activity. His 
literary interests were specially centred in biography, particu- 
larly that relating to American statesmen. His many 
professional friends will cherish happy remembrances of a 
man who had the gift of friendship, and one who maintained 
the highest traditions of his profession. 


Dr. GeorGce Beckett BATTEN, who died on July 9 at Dulwich, 
was one of the earliest workers in radiotherapy, for he began 
treatment of ringworm of the scalp by x rays in October, 1896. 
He was born in India, near Agra, on November 10, 1860, and 
was educated at Haileybury College, of which his grandfather 
had been the first Principal when the school was established 
under the aegis of the East India Company. He went up to 
Edinburgh University with a reputation for prowess in games, 
and having graduated M.B., C.M. in 1884 became house- 
surgeon at the Royal Infirmary ; he proceeded M.D. in 1887. 
Entering a partnership in Dulwich he took a prominent part 
in local affairs and was one of the joint founders of the Peckham 
centre which, under the L.C.C., was known later as the Old 
Kent Road Clinic. Dr. Batten joined the B.M.A. 57 years ago, 
and had been chairman of the Norwood Division in 1914-15 
and of the Camberwell Division 1920-3. During the last war 
he was surgeon in charge-of the x-ray department of the South- 
wark Military Hospital, combining this work with that of 
honorary radiologist to the Children’s Hospital, Sydenham. In 
1918 he was president of the Roentgen Society, and in 1921 was 
one of the first to receive the D.M.R.E. of Cambridge. He 
was a past-president of the Electrotherapeutic Section of the 
Royal Society of Medicine, and one of the earliest Fellows of 
the Faculty of Radiologists. His daughter, Dr. Grace Batten, 
is a group radiologist in the L.C.C. medical service. 


Dr. GEORGE VIGERS WORTHINGTON, who died suddenly at 
Llandrindod Wells on July 8, had a varied career before settling 
down to spa practice. The son of a doctor, he was born at 
Lowestoft on May 18, 1870, and from Marlborough College 
went up to Pembroke College, Cambridge, and thence to St. 
Bartholomew's Hospital, graduating M.A., M.B., B.Ch. in 
1895. After serving as house-surgeon at Bart’s he won the 
Brackenbury surgical scholarship, and then spent two years in 
India holding various appointments. During the South African 
War (in which he was awarded the Queen's medal and clasp) 
Dr. Worthington was second surgeon to the Princess Christian 
Hospital and later specialist plague M.O. for Cape Colony. In 
the last war he held a temporary commission in the R.A.M.C., 
as medical officer to the Red Cross and Auxiliary Military 
Hospitals at Llandrindod Wells and consulting medical officer 
to the Red Cross Hospital at Knighton. He was the author of 
several papers on spa treatment of arteriosclerosis and rheuma- 
toid arthritis, and wrote a little book on the climate and waters 
of Llandrindod Wells. He joined the B.M.A. in 1897 and 
served on the Spa Practitioners’ Group Committee from 1934 
to the time of his death. 


Dr. RicHaRD OciLvie Girpwoop, pathologist to the Southern 
Group of Hospitals, Liverpool, has died at the house of his 
mother in Aberdeen. He was born on June 16, 1896, and 
graduated M.B., Ch.B. of the University of Aberdeen in 
1923, after which he served for a time as assistant in the 
pathological department of that university, then as assistant 
city pathologist and bacteriologist at the Bradford Municipal 
Laboratories, and as senior assistant pathologist to the Royal 
Sussex County Hospital, Brighton. Before taking up his appoint- 
ment at Liverpool in 1937, Dr. Girdwood had worked on insulin 
at St. Thomas’s Hospital and had published a number of papers 
on pathological subjects in the Journal of Pathology and 
Bacteriology. He joined the B.M.A. in 1924. 


Alderman James HENRY CHESSYRE DaLton, M.D., a veteran 
worker for the public health, died on July 13 at his home in 
Cambridge. He was born in Manchester on April 15, 1861, and 
from Marlborough College went up to Trinity College, Cam- 
bridge, in 1880. He was placed 12th Wrangler in the Mathe- 


matical Tripos of 1884 and went on to study medicine in London 
at St. Mary’s Hospital, qualifying in 1889. After taking the 
M.D. degree and the D.P.H. in 1893 he returned to Cambridge 
to devote himself largely to problems allied to public health. 
He was elected a guardian in 1898 and a town councillor soon 
afterwards, and for many years served as chairman of the 
Public Health Committee. In 1903 he was Mayor of Cambridge 
and in the following year was appointed a justice of the peace. 
In 1907 he was elected to the County Council and became a 
county alderman in 1928. When the Education Act came into 
force he accepted chairmanship of the Borough Maternity and 
Child Welfare Committee. Throughout all his years of public 
service Dr. Dalton was indefatigable in his efforts to raise the 
health standards of both the county and the borough, and he 
worked in close touch with the officers concerned. As chair- 
man of the Tuberculosis Committee his work was invaluable. 
Dr. Dalton joined the B.M.A. in 1891 and represented the 
Cambridge Division at the Annual Meeting in Belfast in 1909. 
One of his sons is Dr. C. H. C. Dalton of Ipswich. 


Dr. JAMES ERNEST SCANLAN died at Middlesbrough on 
July 15 with tragic suddenness, aged 51. The only 
son of the late Dr. A. E. Scanlan of Middlesbrough, he was 
educated at Epsom College and at St. Mary's Hospital, 
and after qualification served from 1916 tll 1918 as 
surgeon lieutenant R.N.V.R. on Atlantic Patrol. At the 
conclusion of the war he joined his father in practice and 
ultimately succeeded him. For twelve years (1919-30) Dr. 
Scanlan was assistant surgeon to the North Riding Infirmary, 
and only resigned when he found that the increasing calls of a 
large general practice made it impossible to devote the necessary 
time to his hospital duties. He was a keen Freemason, a Past- 
Master of the Ferrum Lodge and a Past-Principal of the Ferrum 
Royal Arch Chapter. Only two months ago he received the 
honour of P.P.G.H. He had been a member of the B.M.A. for 
many years. Dr. Scanlan is survived by his wife and two 
daughters. He will be greatly missed by a large circle of per- 
sonal and professional friends.—G. H. L. 


Universities and Colleges 


| 


UNIVERSITY OF LONDON 
Lonpon HospitaL MepicaL COLLEGE 


The following Entrance Scholarships have been awarded for 1942-3: 
Price Scholarship in Science (value £100)—K. L. Cleminson. Epsom 
Scholarship (free medical education)}—D. R. Reid. Price University 
Scholarship (open to students of Oxford and Cambridge; value, 
£100)—J. T. Wright (Worcester College, Oxford). Open University 
scholarship: (a) £100—J. C. Sloper, Corpus Christi College, Cam- 
bridge; (6b) £100—A. G. Beckett, Merton College, Oxford. 


Guy's Hospirat Mepicat SCHOOL 

The following awards have been made for 1942: 

Entrance Scholarships in Arts.—Scholarship, value £100, C. J. 
Earl. Exhibitions, value -£50, P. A. Shave and C. H. Neaves. War 
Memorial Scholarship in Science, value £200, E. L. W. Leiser. 
Entrance Scholarship in Science, value £100, J. D. Oriel. 


Royat Cancer Hospitat (Free) 
The following candidates have been approved at the examination 
indicated : 


ACADEMIC POSTGRADUATE DipLoMa IN Mepicat RapioLtocy.—L. S. Carstairs, 
R. C. M. Hadden, G. M. Ross, D. W. Seth-Smith. 


UNIVERSITY OF SHEFFIELD 
At its last meeting the University Council received the resignation 
of Dr. M. S. Spink of his posts of assistant bacteriologist and demon- 
strator and temporary lecturer in bacteriology. The Council accepted 
the resignation with regret and accorded its thanks to Dr. Spink 
for his services to the university. 


UNIVERSITY OF EDINBURGH 


A graduation ceremony was held on July 15, when the following 
degrees and diplomas were conferred : 

M.D.—2J. N. Hay, 2W. K. Henderson, 4Major D. M'‘Intosh, R.A.M.C., 
D.S.O., 4Lieut. A. C. Mackenzie, 1.M.S., !Major-Gen. J. A. Manifold, A.M.S., 
14Licut. J. Simpson, R.A.M.C., 2J. Thomson. 

M.B., Cu.B.—Grace B. Aitken, A. F. Alexander, Harriet J. M. Arnott, 
Mary A. Ashton, G. M. Baird, 3A. H. Banton, R. C. Bignold, R. E. Bosanquet, 
M. D. B. Bottomley, H. M. Bradmore, A. W. Branwood, Agnes A. Brash, 
J. Brims, Margaret E. Browne, Elizabeth S. Brydone, W. H. Burnett, Violet 
S. Burns (née Dow), Catherine C. Burt, J. D. Caldwell, Yun-sun Chang, 
G. R. Clark, M. J. Colbourne, J. O. Craig, Jessie A. R. Cripps, W. L. 
Cummings, R. Cutts, J. T. Donaldson, Rose I. L. Donaldson, 33. P. Duguid, 
T. B. Dunn, J. R. Fountain, M. S. Fraser, W. J. Fraser, 3R. M'K. Fulton, 
R. P. Gillespie, J. G. Gilmour, N. J. 
Halford, Barbara Hall, C. W. Hamilton, W. R. 


J. A. Howell, J. C. Inglis, G. D. Jack, E. L. Jacobs, C. M. Jones, I. S. 
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irkland, J. E. Laing, J. M. Large. A. R. Laurence, K. MacK. Leitch, 
x G. Leitch, W. S. Locke, 3R. T. S. Louttit, C. S. R. Lowdon, A. A. C. 
MacArthur, D. G. M’Cann, A. J. A. M’Cormick, A. B. M’Culloch, J. A. 
M’Ghie, D. A. Maciver, J. R. Mackenzie, Elizabeth M‘Kenzie-Newton, Joan 
E. W. Mackie, J. S. M’Kinnell, A. T. MacKnight, D. G. Maclean, A. M‘Queen, 
K. A. M‘Rae, A F. J. Maloney, F. D. Martinson, D. S. Matthews, 1. D. 
Maxwell, G. O. Mayne, A. L. Meikle, J. L. Merson, Violet F. Michie, S. L. 
Mitra, Enid M. Monson, E. V. B. Morton, E. N. Moyes, Alexandrina K. Muir, 
Edith R. Munro, D. J. G. Naudé, M. J. D. Noble, J. Philip, D. LI. Richwhite, 
A. C. Ritchic, Rosemary R. M. Robinson, S. H. Roe, J. R. Rook, Grace Ross, 
T. M. Rowatt, Diana T. Rushforth, Sheina B. Scott, J. A. Simpson, W. P. 
Small, R. H. N. Smith, S. P. Smith, J. D. T. Steele, Joan E. Stewart, 1. H. 
Stokoe, J. N. Swanson, J. H. Taylor, W. N. Taylor. Mair E. M. Thomas, 
B. A. Thompson, Anne M. Toms (née Brown), A. F. Torrie, Katherine a Wes 
Traquair (née Forbes), A. N. Val Davies. D. R. Wallace, J. A. K. Wallace, 
Marion E. Weish, L. Willson, T. M’S. Wilson, W. A. Wilson, Margaret P. 
coman, J. Young 
-4Mareuerite E. M. Day. Jessie M. L. Goodbrand. J. N. Hay, 
4B. T. Jones, 4Ethel J. Kay, 4Margaret S. B. Langton, 4Beryl J. Lawrence, 
Shearer, 4Doreen M. Waddington. 

IN TROPICAL MEDICINE AND HyGtenr.—F. O. Adewole, W. A. M. 
Akiyemi, L. G. Bruce, J. Crabb, W. E. Lawes, C. H. H. B. Sparrow. 

The following prizes were presented : 

Ettles Scholarship and Leslie Medal, Beaney Prize in Anatomy and Surgery, 
Royal Victoria Hospital Tuberculosis Trust Medal, and Annandale Medal in 
Clinical Surgery : R. T. S. Louttit. Scottish Association for Medical Education 
of Women Prize: Grace Ross. Mouat Scholarship in the Practice of Physic: 
R. T. S. Louttit; prox. acc., I. D. B. Bottomley. Buchanan Scholarship in 
Midwifery and Gynaecology, Wightman Prize in Clinical Medicine, Sir Robert 
Jones Prize in Orthopaedic Surgery, and Stark Scholarship in Clinical Medicine : 
A. H. Banton. James Scott Scholarship in Midwifery and Gynaecology : 
A. J. A. M’Cormick. Dorothy Gilfillan Memorial Prize: Sheina B. Scott. 
Keith Memorial Prize in Systematic Surgery : 1. D. B. Bottomley. Murdoch 
Brown Medal in Clinical Medicine: M. J. Colbourne. Pattison Prize in 
Clinical Surgery ;: W. P. Small. Syme Surgical Fellowship : A. W. Wilkinson. 
Vans Dunlop Scholarship in Materia Medica and Medicine: Sheila P. V. 
Sherlock. Gunning Victoria Jubilee Prize in Botany: Elizabeth G. Gray. 
Gunning Victoria Jubilee Prize in Forensic Medicine: L. F. Brown. Thomson 
Memorial Medal in Child Life and Health : R. M. MacDonald. Lewis Cameron 
Undergraduate Prize in Bacteriology : R. J. M. M’Cormack, R. F. Robertson, 
and P. R. Walbaum (equal). Anderson Henry Prize in Botany : J}. M’A. Todd. 
Colonel Thomas Biggam Memorial Medal and Prize in Pathology: R. F. 
Robertson. Maclagan Prize in Forensic Medicine: H. T. G- Strawbridge. 
Cunningham Memorial Medal and Prize in Anatomy: 1. S. R. Sinclair. 
Whiteside Bruce Bursary: Rosemary W. Lawrence. Vans Dunlop Prize in 
Botany and Zoology : Barbara E. Clayton. 

1 Highly commended for thesis. 
3 With honours. 


ROYAL COLLEGE OF PHYSICIANS OF EDINBURGH 


At a quarterly meeting of the College, held on July 21, with the 
President, Dr. Charles McNeil, in the chair, Dr. William George 


2 Commended for thesis. 
4 In absentia. 


Medical Notes in Parliament 


Emergency Hospital Scheme 


On July 13 Mr. Davip Apams asked the Minister of Health 
whether he was aware of the cumbersome character of the 
administration of the Emergenty Hospital Scheme, necessita- 
ting a multiplicity of forms and returns ; that the Ministry had 
recently instituted a complicated record form for the medical 
notes of patients admitted to chest centres ; that a recent draft 
weekly return for wartime day nurseries had to be submitted 
in triplicate asking for information under 27 different heads ; 
and whether he would cut down the size and number of these 
forms. Miss HORSBRUGH said that it was the constant effort 
of the Emergency Hospital Scheme to restrict its forms and 
returns to the minimum necessary for conducting so consider- 
able a service effectively, and for meeting Service requirements, 
keeping relatives informed, and ensuring proper treatment of 
patients. The form E.M.S.105 was a simple form used, with 
carbon copies, for Service and police cases and civilian casual- 
ties. It was the main means of recording the admission and 
movement of such patients, of informing relatives and Service 
authorities, and of enabling proper allocation to special treat- 
ment to be followed up. The form for certain chest cases 
applied only to a small number of specialist cases, enabled the 
medical case notes to be kept on more uniform lines, and so 
helped in continuity of treatment when patients were moved, 
as well as enabling specialist treatment methods to be observed 
and improved. She was making inquiries from the regional 
offices about the return for wartime nurseries, as no such return 
was required centrally. 


Tuberculosis Treatment in Wales 


Mr. Ernest BRowN on July 14 met a deputation from the 
Welsh Parliamentary Party to discuss tuberculosis treatment 
in. Wales. The deputation included Sir Henry Morris-Jones. 
The Minister said that the Welsh Board of Health had had 
consultations with the Welsh National Memorial Association. 
The latter’s lengthening list of people awaiting treatment was 
largely due to an increase in civilian cases, probably resulting 


from wartime conditions ; the discharge of unfit men from the 
Forces ; and inability to use all available beds owing to lack 
of staff—in particular, domestic staff. Moreover, the trend was 
for the period of treatment in hospital to lengthen, resulting 
in a slower turnover of cases. The present waiting list 
numbered just over 500, of whom about 100 were Service or 
ex-Service men. The number of beds available in the Associa- 
tion’s own institutions was 1,969, including 160 beds rented to 
the Association from the emergency hospital provision. Of 
these 1,969 beds, 128 were out of commission owing to shortage 
of nursing and, particularly, domestic staff. The employment 
of non-resident and part-time domestic staff had been widely 
adopted but had not been able to meet requirements. The 
Ministry of Labour had recently instructed its Regional Con- 
trollers to give preference to filling vacancies for domestic 
workers at hospitals, with special emphasis on sanatoria. It 
might be possible to provide more beds from the Emergency 
Hospital Scheme, and some help might be given at the new 
600-bed hospital shortly to be opened near Swansea. 


Hospital Survey in Lancashire and Cheshire 


On July 21 Mr. Ernest Brown informed Major Owen that 
the terms of reference to the officers whom he had appointed 
to survey the hospital services in the North-West were: 
“To survey the hospitals (other than mental hospitals and 
mental deficiency institutions) in the geographical counties of 
Lancashire and Cheshire, and in North Wales and other neigh- 
bouring areas which look to those counties for hospital treat- 
ment ; and having regard to the information thus obtained, and 
to the general principles of post-war hospital policy laid down 
by the Minister of Health in the House of Commons on Oct. 
9, 1941, to advise the Minister what areas would appropriately 
be served by a hospital system centred on the teaching hospitals 
of Liverpool and Manchester, and what modifications or exten- 
sions of the existing hospital facilities would be necessary or 
desirable to give effect to that policy.” The terms of reference 
made no express mention of Bangor. 


Last-war Service and Gazette Rank 


On July 21 Sir ALFRED KNox asked the Secretary of State 
for War whether it was his intention that medical men who 
served in the last war in the rank of lieutenant or captain, 
R.A.M.C., should now be called up at the age of 41 to 46 years 
and posted to serve under youths of 25 to 30 years of age, who 
only received their medical degrees a few months ago. Sir 
James GriGG replied: Medical men called up for service who 
held commissions in the R.A.M.C. for a year in the last war 
are gazeited captain from the date of joining. Few R.A.M.C. 
officers under 30 are commanding units, and these are in all 
cases Field Force units with active duties, to which it is not 
intended to post the 41- to 46-year-old officers. 


Maternity Accommodation in Glasgow.—On July 14 Mr. JoHNsTON, 
replying to Mrs. Hardie, said he had seen the report of the Medical 
Officer of Health for Glasgow that the demand for indoor accommoda- 
tion for confinements was increasing and was very difficult to meet. 
The aim of the Government's hospital policy was to secure that 
hospital treatment should be available to every person in need of it, 
and that included adequate provision for maternity cases. In the 
meantime, expectant mothers in Glasgow might be admitted to emer- 
gency homes outside the city set up under the Government evacuation 
scheme, in which there was at present vacant accommodation. 


- Alien Dentists—Miss HorssruGH, on July 14, informed Mr. 
Harvey that the Minister of Health was fully alive to the need for 
making all possible use of dental man-power available in the country, 
and the question of facilitating the employment of alien dentists 
with registrable qualifications had recently been discussed by his 
Department with the Home Office, the Board of Education, and 
representatives of the dental profession. The school medical service 
probably offered the best scope for the employment of these dentists, 
and a memorandum was issued to local education authorities on 
this subject last April by the Board of Education. Permission to 
practise could not be = to dentists not possessing registrable 
qualifications without admitting a standard lower than that required 
of British applicants. This course had obvious objections. 


Tuberculosis in Glasgow School Children—On July 14 Mrs. 
Harpie asked the Secretary of State for Scotland if, in view of the 
increase in the number of cases of suspected tuberculosis among 
children examined on entrance to Glasgow schools, he would have 
an investigation made into the quality of the milk supplied in the 
city. Mr. JoHNsTON said he had no reason to believe that the milk 
supplies to Glasgow were the cause of any part of the increase in 
suspected tuberculosis. The cases in question were of suspected 

ulmonary tuberculosis, which was not generally due to bovine 
infection conveyed by milk. 


Notes in Brief 
_ On March 31 last there were 1,507 persons in England and 400 
in Wales who had been on local authority waiting lists for 
institutional treatment for tuberculosis for upwards of 10 days. 
In Scotland at that date 652 persons had been awaiting admission 
for more than four days. 
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The Services 


Capt. (Temp. Major) G. F. Edwards, R.A.MC., has been 
appointed an M.B.E. (Military Division) in recognition of 
gallant and distinguished services at Malta. 


CASUALTIES IN THE MEDICAL SERVICES 


Lieut. Eric Mace Foster, R.A.M.C., the only son of Mr. 
and Mrs. S. M. Foster of West Bromwich, was accidentally 
drowned on March 26 while serving with the Middle East 
Forces. He was born on June 26, 1918, and was educated at 
the University of Birmingham, where he graduated M.B., Ch.B. 
in 1940. After holding hospital posts he entered the R.A.MC. 
as temp. lieut. in Aug., 1941, and was posted to the Middle East 
a few months later. He was a member of the B.M.A. 


Missing.—Lieut.-Col. G. F. A. Condon, I.M.S., Capt. J. V. 
Schofield, R.A.M.C. 

Wounded.—Brigadier R. R. G. Atkins, M.C., Temp. Surg. Lieut. 
G. a .C.N.V.R., War Subs. Capt. W. B. McKenna, 
R.A.M.C. 


DEATHS IN THE SERVICES 


Major-General THOMAS GEORGE FERGUSON PATERSON, C.B., 
D.S.O., 1.M.S. (ret.), late of Aldeburgh, Suffolk, died in a 
London nursing home on July 7, aged 65. He was born on 
Dec. 6, 1876, and was educated at Trinity College, Dublin, 
where he graduated B.A. in 1899 and M.B., Ch.B., B.A.O. in 
1901. He entered the I.M.S. as lieut. in 1902, became capt. in 
1905, major in 1913, brevet lieut.-col. in 1919, lieut.-col. in 
1921, brevet col. in 1928, col. in 1930, and major-gen. in 1932, 
retiring in 1935. He served throughout the war of 1914-18 in 
Iraq and Egypt, was wounded at Sahil, and was twice men- 
tioned in dispatches and received the D.S.O. in 1917. He was 
appointed an Honorary Physician to the King in 1928 and 
received the C.B. in 1935. During his service in India he held 
the post of Deputy Director of Medical Services, Northern 
Command. He had been a member of the B.M.A. for 32 years. 


No. 27 


INFECTIOUS DISEASES AND VITAL ST ATISTICS 
We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended July 11. 

Figures of Principal Notifiable Diseases for the week and those for the corre- 
wontina week oat sea for: (a) England and Wales (London included). (b) 
London (administrative county). (c) Scotland. (d) Eire. (¢) Northern Ireland. 

Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
are for: (a) The 126 great towns in England and Wales (including London). 
(b) London (administrative county). (c) The 16 principal towns in Scotland. 
(d) The 13 principal towns in Eire. (e) The 10 principal towns in Northern 
Ireland. 

A dash — denotes no cases; a blank space denotes disease not notifiable or 
no return available. 


EPIDEMIOLOGICAL NOTES 


Discussion of Table 


A decline in the incidence of infectious disease was recorded in 
England and Wales during the week. Diphtheria was the only 
disease with an increased incidence, there being 40 more cases 
than in the preceding week. The differences between the totals 
for the counties for the past two weeks were generally very 
small. The largest variation shown by scarlet fever was in 
London, where 25 fewer cases were recorded last week than 
in the previous one. The greatest variations in the returns for 
whooping-cough were a decrease of 50 cases in Kent and an 
increase of 28 in Staffordshire. An outbreak of diphtheria 
involving 44 persons in Kent, Romney Marsh R.D., was the 
outstanding feature of the returns for this disease. These were 
the first cases reported from this area during the present year. 

The notifications of measles were 220 fewer than in the pre- 
ceding week, when the very large increase of 1,206 was reported. 
The counties with the largest decreases in incidence were 
Middlesex, London, Surrey, and Essex, where 151, 78, 72, and 
65 fewer cases were recorded. The largest increases were those 
of Nottinghamshire 116, Hampshire 62, Kent 60, and 
Staffordshire 51. 

The incidence of dysentery decreased by 87, due to the 
decline in the outbreak in Cumberland, Penrith U.D.. where 
31 fresh cases were reported, compared with 100 in the pre- 
ceding week. New outbreaks occurred during the week in 
Buckinghamshire, Newport Pagnell R.D. 16 cases, and Shrop- 
shire, Ellesmere R.D. 7 cases. 

The chief features of the returns for Scotland were an 
increase in the notifications of scarlet fever and a decrease in 
the number of cases of diphtheria. The rise in the incidence 
of scarlet fever was due to an outbreak in Paisley, where 56 
cases were reported, compared with 4 the previous week. 
The incidence of measles, which fell by 273 and 358 cases in 
the preceding two weeks, showed a further small decline of 18. 


Returns for the Week Ending July 18 


The notifications of infectious diseases during the week in 
England and Wales included: scarlet fever, 1,558, whooping- 
cough 1,295, diphtheria 692, measles 7,050, pneumonia 516, 
cerebrospinal fever 83, acute poliomyelitis 16, dysentery 198, 
paratyphoid 6, typhoid 5. 


* 1942 lost (Corresponding Week) 
Disease 
(a) | (b) | (©) (d) | (e) | (a) | (b) | &) | (d) | (e) 
Cerebrc spinal fever .. 87 3) St 201) #15 
Diphtheria... | 131) 25% 794) 36, 168) 16) 27 
Dysentery ....| s3}—|—] 61} 4) 
Encephalitis lethargica 
acute 3 — | — 
Enteric (typhoid and | 
paratyphoid) fever 186, 4 43) ; 2 
Erysipelas  ..  .. | —| 4 8 33) 7 3 
Infective enteritis or | | 
diarrhoea under 2 
rs ee ee | 
Measles .. | 7,361) 737 231) 97) 201} 6,524 
Deaths 4 1 5 | 
Ophthalmia neonatorum | 106) 4 2} 2)—] 73 2 
Deaths | | | | 
Paratyphoid fever... 8) | 2 | | 
Pneumonia, influenzal® | 625) 1—| 23) 4—| 
Deaths (from in- 
Pneumonia, primary .. | 172) 17 | 14 
Deaths | 13} § | 
Polio-encephalitis, acute — | 
Deaths ee | | vl 
Poliomyelitis, acute ..| $}—|—| 12) — 
aths ee | — — | 
Puerperal pyrexia 12 12 158 9) 18 1 
Relapsing fever —| | | 
Scarlet fever | 1.297) 288 22 787) 23) 112 
Typhoid fever... ..| 4—| 7 
—|—|~}_|_| 
Whooping-cough | 1.390 127, 21| $5 295.316 26 101 | 10 
Deaths 3} — 28) 
aths (0-1 year oe | | Tl 
Infant mortality rate | 
(per 1,000 live births) | | 
| | 
(excluding still- | 
482) 582 460) 584) 168) 99 
Annua ath rate 
1,000 persons living) 131105 + | 12-7 11-2 
Live 6,144 650° 872 386) 328) 375| 178 
Annual rate | 
persons living | .. 18-0258 + | 18:0 249 
Stillbirths  -. | 215) 19 26 208) 18) 41) 
Rate per 1,000 total | | 
births (including | 
stillborn) .. | 29 : 
| 


® Includes primary form for England and Wales, London (administrative 
county), and Northern Ireland. ane 

+ Owing to evacuation schemes and other movements of population, birth 
death rates for Northern Ireland are no longer a 
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MEDICAL NEWS 


Medical News 


The seventeenth Congress of the French Medical Association of 
North America will be held at the Hétel Mont-Royal, Montreal, on 
Sept. 14 to 17. 

The second Latin-American Congress of Plastic Surgery will be 
held at Buenos Aires in October. The exact date will be announced 
later. 

The Minister of Health, opening a new six-day residential nursery 
in Leeds last week, said that there were now 700 wartime nurseries 
in Britain, and another 700 were unger construction. 

His Excellency the Soviet Ambassador has made a donation of 
£100 to the work of the Anglo-Soviet Medical Council. 

At the annua! general meeting of the Central Council for Health 
Education Dr. Charles Hill was elected chairman in succession to Dr. 
W. Allen Daley, who, with Sir Walter Langdon-Brown, was elected 
vice-president. Dr. Maitland Radford succeeds Dr. Hill as vice- 
chairman, and Mr. Henry Lesser has been re-elected honorary 
treasurer. 

The many friends in this country of Prof. A. Castiglioni, formerly 
professor of the history of medicine at Padua, will be glad to know 
that he is giving a series of weekly lectures on medical history at 
the Yale University School of Medicine. 

Beginning with its issue of May 9 the Journal of the American 
Medical Association is devoting a section each week, entitled ‘“* Medi- 
cine and the War,” containing official notices by the Committee on 
Medical Preparedness of the A.M.A., announcements by the Surgeon- 
Generals of the Army, Navy, and Public Health Services, and ather 
Government agencies dealing with medicine and the war. 

For some time now school medical officers have tended to reduce 
the period during which a child contact of a case af infectious disease 
should be kept away from school ; in some instances, even, the con- 
tact has continued at school. The Ministry of Health and the Board 
of Education have issued a joint statement on this matter, bringing 
the official memorandum (last revised in 1927) more into line with 
medical opinion. Copies of the memorandum can be obtained from 
H.M. Stationery Office, price 1d. 


Letters, Notes, and Answers 


All communications in rd to editorial business should be 
addressed to THe EDITOR, British Mepicat JournaL, B.M.A. 
House, Tavistock Square, Lonpon, W.C.1. 

ORIGINAL ARTICLES AND LETTERS forwarded for publication 
are understood to be offered to the British Medical Journal alone 
unless the contrary be stated. 

Authors desiring REPRINTS should communicate with the Secretary 
of the Journal Board, B.M.A. House, Tavistock Square, W.C.1, on 
receipt of proofs. Authors over-seas should indicate on MSS. 
if reprints are required, as proofs are not sent abroad. 

ADVERTISEMENTS should be addressed to the Advertisement 
Manager (hours 9 a.m. to 5 p.m.). Orders for copies of the 
Journal and subscriptions should be sent to the Secretary. 

TELEPHONE No.—B.M.A. and B.M.J.: EUSTON 2111. 

TELEGRAPHIC ApprEsses.—EDITOR, Aitiology Westcent, London; 
SECRETARY, Medisecra Westcent, London. 

B.M.A. ScortisH Orrice: 7, Drumsheugh Gardens, Edinburgh. 


QUERIES AND ANSWERS 


Artificial Respiration in Phosgene Poisoning 

Dr. J. L. Barrorp (Redhill, Surrey) writes: I recently heard it 
advocated by a medical A.R.P. instructor that as a last resort 
artificial respiration—presumably by Schafer’s method—should 
be tried in case of phosgene poisoning when oxygen, CO., etc., 
were unavailable. It was pointed out that the patient, having 
stopped breathing as a result of flooding of the lungs with exudate, 
would undoubtedly die if nothing was done, and that such an 
extreme measure was advisable in the hope, presumably, that the 
movements, rhythm, and position would heip to drain the lungs 
and possibly to stimulate the respiratory centre. As artificial 
respiration in these cases is very definitely vetoed in the .manuals 
and charts, I should be glad to have any further expert advice 
or opinion. Secondly, in a book review in your columns recently 
the author advocated direct transpiration in the treatment of blast 
injury of the lungs. Is there any evidence in other literature 
of the usefulness of this procedure? 


Persistent Psoriasis 


' Dr. C. W. Patrerson (Golcar, near Huddersfield) writes: With 


regard to the query of S.C.M. concerning psoriasis (May 9, 
p. 600) the following may be of interest. (1) At a recent medical 


board a man was seen with typical psoriasis, who said that the 
eruption occurred every 7 years, lasted a few weeks, and then 
cleared up. Periodicity in disease is often traceable to some 
nervous origin. (2) About 5 years ago I was consulted by a girl 
of 17 for psoriasis of trunk and limbs. After treating her 
unsuccessfully I sent her to the out-patient department of the 
local hospital. About 2 years later I visited a member of the 
family, and on one occasion asked the mother how the daughter 
with psoriasis had progressed. With apparent reserve the mother 
replied that the girl was completely cured. When asked what 
remedy had been successful the mother said that after attending 
the hospital for a year there was no improvement, but that an 
elderly pedlar had called one day, and, seeing the girl’s arms, had 
volunteered to cure her. When pressed for information the rather 
embarrassed mother informed me that the “ cure ” was to dab her 
own urine upon the eruption when retiring at night. Relief and 
cure were rapid. When I saw the patient subsequently and the 
“cure” was discussed, I asked, “ But didn’t it smell? ” The 
rather elegant young woman replied, “ Well, naturally, but I 
washed it off next morning.” Was this cure by suggestion? 
I might add that in the course of 23 years’ practice I have 
encountered two patients who have confessed to drinking their 
own urine as a cure for “ rheumatism.” One would think that if 
ever cure by suggestion were likely to succeed this is, par excellence, 
the example. 
A Case of Neurosis 

“xX” writes: The patient described by J. W. M. (June 27, p. 808) 
would probably be greatly assisted by a spray of 2% percaine. 
He could use this with safety up to a maximum of six or seven 
times a day, and it is highly probable that within a few days his 
habit of vomiting would be broken. I have had an almost 
exactly similar case and this line of treatment was highly successful. 


LETTERS, NOTES, ETC. 


Nomenclature of Night-blindness 


Dr. J. Price WittiaMs (Ambleside) writes: In his interesting article 
on night-vision tests (June 27, p. 800) Mr. Francis Preston makes 
a welcome and praiseworthy effort to supply a long-felt want by 
finding a new Word to replace “ hemeralopia’’ and “ nyctal- 
opia,”’ a word which will express itself and leave little or no room 
for confusion. He suggests “* nyctamauria * or “ nyctamauroma.” 
I don’t object to the former, but must protest against the latter on 
a ground which he himself indicates. The termination “ oma ” is 
common enough, but it is used invariably to express something 
concrete or objective (see his little list), whereas blindness, whether 
by day or night, is mainly, if not entirely, abstract or subjective. 
It is a condition or state, and the termination we usually employ 
to express that is “ osis” and not “ oma ”—e.g., pediculosis, 
diverticulosis, and (oh!) tuberculosis. Perhaps “ nyctamaurosis ” 
would be better than “‘ nyctamauria ” in spite of its extra syllable 
and lack of strict accuracy. We already have “ amaurosis ” to 
express one form of blindness, and I think a good many of us 
regard it as the equivalent of blindness in general. Hence the word 
would tell its own tale and would be consistent with the other 
oses.”” Even if we feel bound to invent hemeramaurosis to 
balance it there would be no room for confusion. 


MEDICINE 100 YEARS AGO 
Extract from letter by J. F. H. R. W. in the Provinciel Medical 
Journal for July 30, 1842, headed ** Parochial Medical Relief *’: 


“* Gentlemen,—Should the following observations be deemed of 
sufficient importance to obtain insertion in your very useful Journal, 
I shall feel both flattered and obliged. In the present age of improve- 
ment, I venture to offer some suggestions relative to the medical 
relief of the poorer classes. It has long been my opinion that parish 
patients would feel much more satisfied, and have less aversion to 
the existing poor laws, were they permitted, when ill, the privilege 
of choosing their own medical attendant. I have frequently heard 
them exclaim, ‘ We are not even allowed the surgeon we like best, 
but are obliged to be attended by a man of whom we know nothing, 
or by one we cannot trust.’ I need scarcely appeal to you, as 
members of the profession, for confirmation of the fact how, in 
many instances, faith in the skill of the professional person tends 
to alleviate the sufferings of the patient, and acts in some measure 
as a remedy to the disease itself. The privations to which such 
individuals are subjected must be at all times great. Surely, then, 
it is not unreasonable to ask that they should enjoy the right of 
selecting the man in whom they place the greatest confidence ; besides 
which, ‘a parish doctor,’ as he is termed, is always an object of 
abhorrence; however skilful, however great the attention received 
from him by paupers, they always fancy themselves objects of 
neglect... .” 
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